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February  11,1955. 

Honorable  Theodore  R.  McKeldin, 
Governor  of  Maryland 

and 
Honorable  Members, 

Legislative  Council  and  General  Assembly 

Gentlemen : 

I  take  pleasure  in  transmitting  herewith  for  your  considera- 
tion and  review  the  "Report  of  the  Subcommittee  to  Review 
the  Financing  of  Maryland  Health  Activities." 

The  Subcommittee,  functioning  as  part  of  the  Maryland 
State  Planning  Commission's  Committee  on  Medical  Care,  has 
completed  its  study  of  the  "problem  of  establishing  an  equi- 
table financial  responsibility  of  the  State  and  of  its  counties 
as  to  health  activities,"  in  keeping  with  Joint  Resolution  No. 
12  of  the  1953  Session  of  the  General  Assembly. 

At  its  meeting  on  February  4,  the  Committee  on  Medical 
Care  approved  the  Subcommittee's  report  for  transmittal  to 
the  Maryland  State  Planning  Commission.  In  turn,  the  mem- 
bers of  the  Commission  have  reviewed  the  findings  and  recom- 
mendations, and  make  the  following  proposals  for  effectuating 
the  revision  of  financial  procedures: 

1.  It  is  recommended  that  the  General  Assembly  refer 
this  report  to  the  State  Board  of  Health  as  a  framework 
of  ultimate  objectives,  to  be  implemented  as  rapidly  as 
practicable. 


2.  It  is  further  recommended  that  the  State  Board  of 
Health  be  directed  to  submit  to  the  Legislature  annual 
progress  reports,  by  way  of  the  performance  statement 
pubhshed  in  the  State  Budget. 

It  is  our  hope  that  this  report  will  provide  a  firm  foundation 
for  assuring  the  continued  success  of  the  State-wide  public 
health  program.  The  valuable  contributions  made  by  Mr. 
Richard  W.  Case,  who  served  as  Chairman  of  the  Subcommit- 
tee, and  by  the  eight  members  of  his  able  group  are  gratefully 
acknowledged. 

Respectfully  submitted, 


Chairman 
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Chairman  Director 
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Director   of  Studies 


February  7,  1955. 


Mr.  James  C.  Alban,  Chairman 
Maryland  State  Planning  Commission 
100  Equitable  Building 
Baltimore  2,  Maryland 

Dear  Mr.  Alban : 

I  have  the  honor  to  transmit  herewith  to  you,  as  Chairman 
of  the  Maryland  State  Planning  Commission,  the  Report  on 
Financing  of  Maryland  Health  Activities. 

This  report  has  been  prepared  by  the  Subcommittee  to  Re- 
view the  Financing  of  Maryland  Health  Activities,  under  the 
able  chairmanship  of  Mr.  Richard  W.  Case.  The  report  repre- 
sents a  very  considerable  effort  on  the  part  of  the  members  of 
the  Subcommittee,  and  its  conclusions  and  recommendations 
are  the  opinions  of  a  group  of  Maryland's  most  competent 
experts  in  the  fields  of  public  health,  taxation,  and  public  ad- 
ministration. 

The  collection  and  assembly  of  information  and  the  studies 
leading  up  to  the  development  of  minimum  standards  and  a 
formula  for  the  distribution  of  financial  responsibility  were 
carried  out  under  the  direction  of  the  Office  of  Studies  with 
the  help  of  the  consultants  whose  services  are  acknowledged  in 
the  report. 


The  report  was  first  studied  and  discussed  by  the  Executive 
Committee.  On  February  4,  1955,  it  was  officially  presented 
to  the  Committee  on  Medical  Care.  At  this  meeting,  after 
considerable  discussion,  the  report  was  approved  and  the  mem- 
bers of  the  Subcommittee  were  congratulated  and  thanked 
for  their  accomplishment. 

In  view  of  the  complexity  and  implications  of  this  report,  I 
should  like  to  designate  Mr.  Case  as  the  official  representative 
of  the  Committee  on  Medical  Care  in  any  presentation  or  hear- 
ings before  your  Commission,  the  Governor,  or  the  General 
Assembly  regarding  the  report  or  procedures  related  to  its 
recommendations. 

Very  sincerely  yours. 


'Irr^-'tnr- 


Chairman. 
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January  26,  1955. 

Dr.  George  H.  Yeager,  Chairman 
Committee  on  Medical  Care 
1211  Cathedral  Street 
Baltimore  1,  Maryland 

Dear  Doctor  Yeager : 

I  have  the  pleasure  to  transmit  herewith  the  Report  of  the 
Subcommittee  to  Review  the  Financing  of  Maryland  Health 
Activities. 

Respectfully  submitted, 

Chairman. 
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PREFACE 

A  REVIEW  OF  THE  FINANCING  OF  MARYLAND 
HEALTH  ACTIVITIES 

The  1953  General  Assembly  adopted  House  Joint  Resolution 
No.  3,1  which  requested  that  the  Committee  on  Medical  Care 
of  the  Maryland  State  Planning  Commission  "give  detailed 
and  adequate  study  to  the  question  of  establishing  a  State 
public  health  policy  as  to  the  respective  financial  responsibility 
of  the  State  and  of  the  several  counties."  This  joint  resolution 
was  the  result  of  several  studies  and  recommendations  which 
form  the  background  for  this  report. 

In  1949,  the  House  of  Delegates,  by  resolution,  called  upon 
the  State  Fiscal  Research  Bureau  to  carry  out  a  study  of  the 
operations,  administration,  personnel,  and  physical  plant  of 
the  State  Department  of  Health,  and  to  submit  a  report  to  the 
Governor  and  the  General  Assembly. 

The  State  Fiscal  Research  Bureau  submitted  its  report,^ 
with  recommendations,  to  Governor  Lane  on  January  11,  1950. 
Chapter  III  of  this  report  discussed  local  health  administra- 
tion and,  among  other  observations,  called  attention  to  the 
lack  of  prescribed  policies  for  determining  the  share  of  county 
health  personnel  salaries  which  should  be  borne  by  the 
counties.  It  also  mentioned  that  the  State  Department  of 
Health  prepares  no  annual  financial  statement  showing  de- 
tailed health  expenditures  by  county.  The  chapter  closed  with 
the  recommendation  that  "consideration  be  given  to  estab- 
lishment of  a  committee  to  study  fiscal  relationships  of  counties 
with  the  State  Department  of  Health  and  make  recommenda- 
tions thereto." 

The  question  of  financing  local  health  activities  was  re- 
ferred to  again  in  the  Sixth  Report  of  the  Commission  on 
Administrative  Organization  of  the  State  (Sobeloff  Commis- 
sion) ,  submitted  to  Governor  McKeldin  on  October  11,  1952.^ 


1  See  Appendix  A. 

2  Report  on  the  Maryland  State  Department  of  Health.  Special  Studies 
No.  1,  State  Fiscal  Eesearch  Bureau,  1950. 

3  Health  and  Welfare  Administration  in  Maryland,  October  1952. 


The  following  recommendation  was  made  by  that  Commission : 

"The  General  Assembly  should  establish  a  State  public 
health  policy  as  to  the  respective  financial  responsibility 
of  the  State  and  its  counties.  The  Committee  on  Medical 
Care  should  study  this  problem  and  recommend  an  equi- 
table solution." 

The  same  report  mentioned  the  absence  of  a  State-wide 
policy  for  financing  local  health  activities,  and  the  inadequacy 
of  accounting  data  among  the  practices  which  confuse  the 
division  of  financial  responsibility  between  State  and  county. 
House  Joint  Resolution  No.  3,  passed  by  the  General  Assembly 
in  1953,  was  adopted  pursuant  to  the  recommendation  made 
by  the  Sobeloff  Commission. 

Organization  of  Subcommittee 

At  its  meeting  of  March  3,  1953,  the  Executive  Committee 
of  the  Committee  on  Medical  Care  agreed  to  name  a  subcom- 
mittee to  study  the  question  of  financing  local  public  health 
activities  in  the  State  of  Maryland.^ 

The  Subcommittee  to  Review  the  Financing  of  Maryland 
Health  Activities  was  formed  under  the  chairmanship  of  Mr. 
Richard  W.  Case. 

Upon  the  suggestion  of  the  Executive  Committee,  it  was 
agreed  that  the  collection  of  basic  data,  the  tabulation  and 
analysis  of  this  information,  and  such  statistical  and  clerical 
operations  as  might  be  needed  in  this  study  should  be  carried 
out  by  the  Office  of  Studies. 

Outline  of  Study 

Resolution  No.  3  requested  a  study  of  the  problem  of  re- 
spective financial  responsibility.  State  and  counties,  in  sup- 
porting local  health  units  and  an  equitable  solution  of  this 
problem.  The  Subcommittee  was,  therefore,  faced  with  the 
task  of  showing  the  existence,  extent,  and  importance  of  the 
problem  and  then  suggesting  a  method  for  its  correction. 

The  first  phase  of  the  plan  was  fact-finding  and  objective. 
It  consisted  of  a  study  of  the  expenditures  for  county  health 
work  in  the  1953  fiscal  year  with  certain  conclusions  based 
upon  the  analysis  of  the  information  gathered. 


*  Minutes  of  Executive  Committee. 


The  second  phase  of  the  study  was  concerned  with  a  search 
for  a  set  of  minimum  standards  to  serve  as  a  yardstick  by 
which  all  local  units  might  be  roughly  appraised. 

The  third  phase  of  the  study  was  the  development  of  some 
policy  to  determine,  on  an  equitable  basis,  what  portion  of  each 
county  health  budget  should  be  paid  by  the  State,  and  what 
portion  by  the  county,  and  how  this  policy  might  be  applied. 

The  financing  of  the  Baltimore  City  Health  Department  is 
not  included  in  this  study.  Resolution  No.  3  called  for  recom- 
mendations for  the  solution  of  the  problem  of  respective  finan- 
cial responsibility  of  the  State  and  of  its  several  counties. 


CHAPTER  I 
SUMMARY  OF  FINDINGS  AND  RECOMMENDATIONS 

FINDINGS 
The  major  findings  of  this  study  are  summarized  below: 

1.  County  health  departments  in  Maryland  are  financed 
with  local  appropriations  from  tax  income  and  with  State 
funds  disbursed  by  the  State  Department  of  Health. 

2.  The  State  Department  of  Health  disburses  State  and 
Federal  funds  to  the  counties  in  the  form  of  salaries,  trans- 
poi-tation,  and  supplies.  No  State-Federal  funds  are  disbursed 
by  the  counties. 

3.  Funds  from  local  sources  are  disbursed  by  the  State 
Department  of  Health,  by  county  and  city  treasurers,  and  in 
a  few  instances  by  health  officers.  Any  one,  two,  or  all  three 
may  handle  funds.    There  is  no  fixed  rule. 

4.  The  State  Department  of  Health,  the  various  offices  of 
county  commissioners,  and  county  health  departments  were 
each  able  to  furnish  an  adequate  record  of  its  own  expendi- 
tures for  1953.  None,  however,  knew  what  the  others  had 
spent  and  there  was  available  no  complete  statement  of  the 
cost  of  any  county  unit  for  the  year. 

5.  A  total  of  $2,115,785  was  spent  for  local  health  services 
in  1953.  Of  this  amount,  $1,099,308  (52.0%)  came  from  local 
sources,  and  $1,016,477  (48%)  from  State-Federal  sources. 
15.3%  of  the  cost  was  paid  from  Federal  funds. 

6.  The  extent  of  participation  of  local  governments  in  the 
cost  of  their  health  departments  variea  from  6.5%  to  83.4%. 

7.  The  proportion  of  the  costs  for  local  health  services  paid 
from  State-Federal  funds  ranged  between  93.5%  and  16.6%. 

8.  There  was  no  over-all  plan  or  formula  for  fixing  the 
amount  of  State-Federal  funds  which  were  allocated  to  a 
county.  The  manner  of  financing  each  local  health  department 
was  determined  by  separate  agreement  between  the  State  De- 
partment of  Health  and  the  county  concerned. 


9.  The  lack  of  a  single  State-wide  policy  for  financing  local 
health  services  has  resulted  in  unfair  inequities  in  the  distribu- 
tion of  State  aid  to  the  counties. 

10.  The  per  capita  expenditures  for  local  health  services  in 
Maryland's  23  counties  ranged  from  61^  to  $3.41.  The  differ- 
ences are  directly  related  to  variations  in  the  ratio  of  health 
department  personnel  to  population.  Since  the  adequacy  of  a 
health  program  is  chiefly  dependent  on  the  number  of  pro- 
fessionals engaged  in  its  execution,  it  is  apparent  that  there 
exists  among  the  counties  considerable  disparity  in  the  poten- 
tial scope  and  coverage  of  the  local  health  services. 

RECOMMENDATIONS 

As  a  result  of  the  findings  of  this  study,  the  Subcommittee 
recommends : 

1.  That  the  State  establish  a  system  of  minimum  standards 
for  local  health  services  in  the  counties,  and  that  these  stand- 
ards be  expressed  as  annual  per  capita  expenditures. 

2.  That  a  plan  or  formula  be  written  into  the  health  laws 
which,  when  applied  to  the  minimum  estimated  budgets,  will 
determine  on  an  equitable  basis  the  relative  responsibility  of 
the  State  and  local  government  for  financing  each  county 
health  department. 

(a)  That  the  plan  be  based  upon  the  principle  that  the 
State  should  bear  approximately  fifty  percent  of  the  total  cost 
of  financing  local  health  services  in  all  the  counties. 

(b)  That  State  funds  be  distributed  to  the  counties  for 
local  health  purposes  in  proportion  to  the  ability  of  each 
county  to  finance  its  own  health  program. 


CHAPTER  II 

ORGANIZATION,    DEVELOPMENT    AND 

ADMINISTRATION  OF  COUNTY 

HEALTH   DEPARTMENTS 

Functions 

The  county  health  department  in  each  of  Maryland's  23 
counties  is  the  basic  established  public  agency  in  the  adminis- 
tration of  public  health  for  the  county  residents  of  this  State. 
Every  unit  is  an  integral  part  of  the  public  administration 
and  community  life,  and  as  such  is  in  a  position  to  assess  the 
health  needs  of  its  people  and  to  provide  such  direct  services 
as  may  be  indicated.  The  local  department's  field  of  activity 
calls  for  professionals  in  medicine,  dentistry,  nursing,  en- 
gineering, education,  administration,  and  other  specialized 
services.  This  staff  must  be  trained  in  public  health,  adequate 
in  numbers  to  meet  the  needs  of  area  served,  and,  with  the 
exception  of  a  few  clinic  specialists,  employed  on  a  full-time 
basis. 

The  Public  Health  Laws  of  the  State  make  the  county  health 
officer  responsible  for  enforcing  health  regulations  and  carry- 
ing out  certain  activities  for  the  protection  of  the  public 
health.^    His  duties  include : 

1.  The  registration  of  vital  statistics 

2.  The  control  of  communicable  diseases 

3.  Sanitation 

4.  Maternal  and  child  welfare 

5.  Education 

6.  Public  health  nursing 

7.  Laboratory  services 

These  are  the  minimum  functions,  but  no  county  unit  in 
Maryland  today  limits  its  activities  to  this  list. 


1  The  Annotated  Code  of  the  Public  General  Laws  of  Maryland,  1951 
Edition,  Article  43,  Sec.  51. 


In  the  last  decade,  every  local  health  department  has  as- 
sumed the  administration  of  the  medical  care  program,  and  in 
each  county  one  or  more  of  the  newer  and  more  highly  special- 
ized activities,  such  as  chronic  diseases,  mental  hygiene,  school 
health  services,  bedside  nursing,  or  clinics  for  cancer  detection, 
speech  defects,  heart  disease,  crippled  children,  have  been 
added  to  the  program. 

The  county  health  department  is  an  executive  bureau  of  the 
county  government.  In  their  role  of  Board  of  Health,  the 
county  commissioners,  or  county  council,  appoint  the  health 
officer  and  have  the  power  to  enact  local  regulations  in  the 
interest  of  the  health  of  the  people  they  represent.- 

Sources  of  Revenue 

The  county  health  departments  are  operated  under  indi- 
vidual budgets,  v^ith  funds  derived  from  tax  sources.  By 
mutual  agreement,  both  State  and  county  contribute  to  the 
local  budget.  State  funds  are  allocated  to  each  county  annually 
by  the  State  Department  of  Health  from  general  funds  ap- 
propriated by  the  General  Assembly  and  from  Federal  funds 
paid  to  the  State  by  the  Public  Health  Service  and  the  Chil- 
dren's Bureau  in  the  form  of  grants-in-aid.  Such  Federal 
funds  become  a  part  of  the  State  Health  Department's  re- 
sources and  are  allocated  and  disbursed  as  State  funds.  An- 
nually, the  county  commissioners  make  their  appropriation  to 
the  health  budget. 

Enabling  Legislation 

The  authority  for  financial  agreements  between  the  State 
Department  of  Health  and  individual  counties  is  found  in 
legislation  dating  back  to  1886. 

The  first  organization  of  an  official  public  health  agency  in 
Maryland  was  in  1874,  when  the  General  Assembly  set  up 
the  State  Board  of  Health."  In  1886,  the  General  Assembly 
authorized  the  State  Board  of  Health  to  require  boards  of 
county  commissioners  to  organize  local  boards  of  health,  and 
to  appoint  as  health  officer,  in  each  county,  a  physician  ap- 
proved by  the  State  Board  of  Health.^  These  health  officers 
were  part-time. 


2  Ibid.,  Sees.  46-51. 
^Ibid.,  Sec.  1. 
4  Ibid.,  Sec.  46. 
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In  1914,  by  an  act  of  the  General  Assembly,  the  State  was 
divided  into  10  sanitary  districts,  with  a  full-time  deputy 
State  health  officer  for  each.  This  was  amended  in  1931  to 
23  sanitary  districts,  following  county  lines.^ 

The  General  Assembly  of  1922  gave  the  county  boards  of 
health  authority  to  require  that  the  county  health  officer  be 
trained  in  sanitary  science,  public  health  and  hygiene,  and  that 
he  serve  on  a  full-time  basis.*^ 

Development 

Prior  to  1922,  there  was  no  full-time  health  department  in 
any  county  of  Maryland.  Emergency  health  problems,  gener- 
ally related  to  epidemics,  were  handled  by  the  local  part-time 
health  officer,  who  was  usually  a  busy  practitioner.  Although 
he  had  no  regular  staff,  the  services  of  experts  from  the  State 
Department  of  Health  were  available  to  him  at  all  times  for 
consultation. 

Following  World  War  I,  the  medical  and  public  health  pro- 
fessions became  acutely  aware  of  the  state  of  the  public  health 
in  this  country.  Interest  in  preventive  medicine  grew  rapidly 
and  with  it  came  a  realization  that  little  was  being  done  in  the 
fields  of  tuberculosis,  venereal,  and  other  communicable  disease 
control,  or  maternal  and  child  hygiene.  In  order  to  make  these 
and  additional  services  available  to  the  populations  of  rural 
districts,  the  county  health  department,  with  its  full-time 
staff  of  trained  professionals,  was  developed  and  tried  out  in 
some  of  the  southern  states.  The  plan  was  popular  and  suc- 
cessful from  the  start.  Maryland  was  one  of  the  first  states 
to  take  up  the  idea  and,  through  the  initiative  of  Dr.  Robert 
H.  Riley,  the  first  full-time  county  department  was  set  up  in 
Allegany  County  in  1922,  with  Dr.  Riley  as  health  officer. 

The  early  success  of  the  project  encouraged  the  State  De- 
partment of  Health  to  embark  on  a  campaign  for  extension 
of  the  plan  to  every  county  in  the  State.  However,  the  task 
of  installing  local  health  departments  in  the  various  counties 
was  not  easy.    The  active  backing  of  the  local  medical  society, 


^Ihid.,  Sec.  6. 
^Ibid,,  Sec.  51. 


school  authorities,  parent-teacher  groups,  and  service  clubs, 
combined  with  an  acceptable  offer  of  financial  assistance  from 
the  State  Department  of  Health,  were  necessary  to  convince 
county  authorities  of  the  soundness  of  a  new  or  increased  item 
of  expense  in  their  budgets. 

By  1934  each  of  the  23  counties  had  its  own  local  health 
department.  Maryland  was  the  first  state  to  reach  this  goal, 
and  the  soundness  of  the  program  is  demonstrated  by  the  fact 
that  no  county  has  given  up  its  department,  once  established. 

This  outstanding  achievement  in  public  health  extension 
was  the  direct  result  of  the  work  of  Dr.  Robert  H.  Riley  and 
Mr.  Walter  N.  Kirkman.  From  1922  until  the  last  county 
organized  its  local  unit,  these  two  officials  of  the  State  Depart- 
ment of  Health  were  untiring  in  their  campaign  to  provide 
full-time  public  health  service  to  every  citizen  of  the  counties 
of  Maryland.  With  enduring  enthusiasm  and  at  the  cost  of 
considerable  physical  effort,  they  performed  a  great  permanent 
service  to  the  State. 

In  encouraging  the  counties  to  establish  full-time  health 
departments,  the  State's  most  effective  argument  was  one  of 
greater  efficiency.  The  county  was  required  by  law  to  appoint 
as  health  officer,  a  physician  who  had  State  Board  of  Health 
approval.  He  could  be  employed  on  a  full-time  basis.  The 
State,  however,  already  had  a  qualified  full-time  deputy  State 
health  officer,  in  the  same  area.  There  was  no  reason  why  the 
same  man  might  not  fill  both  positions  and,  on  a  single  salary, 
save  money  for  both  State  and  county.  Thus,  the  State  De- 
partment of  Health  authorities  suggested  that  a  county,  by 
making  a  small  addition  to  the  salary  being  paid  to  its  part- 
time  health  officer  combined  with  financial  aid  from  the  State, 
might  have  a  health  department  with  at  least  a  full-time 
health  officer  and  with  a  staff  of  nurses,  sanitarians,  and 
clerks  to  the  extent  for  which  funds  could  be  made  available. 
Some  of  the  counties  began  with  only  a  health  officer ;  a  few 
with  additional  staff.    All  made  a  very  modest  beginnning. 

Administration 

Responsibility  for  the  local  public  health  program  is  by  law 
vested  in  the  county  health  officer.  However,  he  cannot  func- 
tion unless  the  medical  and  dental  professions,  the  local  hos- 
pital, the  board  of  education,  the  welfare  board,  the  county 


10 

commissioners,  and  the  general  public  share  this  responsibility. 
He  determines  the  policies  of  his  unit ;  organizes  and  adminis- 
ters the  various  activities;  draws  up  his  annual  budget;  has 
the  power  to  employ  and  discharge  members  of  his  staff  with 
the  approval  of  local  and  State  authorities;  carries  out  the 
duties  established  by  law;  and  acts  as  a  liaison  between  his 
county  department  and  the  State  Department  of  Health.  He 
also  bears  the  title  of  Deputy  State  Health  Officer,  which  makes 
him  a  representative  of  the  State  Department  of  Health,  and 
which  is  presumably  convenient  for  the  enforcement  of  certain 
State  regulations. 

The  State  Department  of  Health  exercises  administrative 
and  technical  supervision  over  the  county  units.  Each  division 
or  bureau  of  the  State  Department  of  Health  has  its  small 
scale  replica  in  the  county  department.  The  State  Department 
of  Health,  in  fact,  functions  through  the  health  officer  and  his 
staff  in  most  of  its  activities.  It  sets  up  minimum  standards 
of  program  and  provides  technical  advice  as  to  how  these 
standards  shall  be  met;  it  furnishes  consultant  and  certain 
specialized  services  not  locally  available  in  all  counties ;  it  en- 
courages and  assists  in  the  establishment  of  new  activities ;  it 
recruits  and  trains  new  professional  personnel;  it  obtains 
from  State  and  Federal  sources  funds  for  financing  county 
health  work;  and  it  disburses  State-Federal  and  such  funds 
as  are  paid  into  the  State  by  the  several  counties. 

Distribution  of  Financial  Responsibility 

Although  State  support  was  originally  established  on  a 
grant-in-aid  basis  in  the  early  years,  there  was  no  set  formula 
or  plan  as  to  the  relative  shares  of  the  individual  budgets 
which  should  be  borne  by  county  and  State.  In  some  of  the 
small  counties,  the  local  contribution  was  under  $1,000,  with 
the  State  carrying  most  of  the  load.  Apparently,  the  deter- 
mination of  responsibilty  for  financing  local  health  activities 
between  the  State  and  the  counties  was  made  on  a  negotiated 
basis.  This  system  was  undertaken  because  at  the  time  it 
was  the  best  available  method  of  insuring  that  each  county 
would  have  at  least  a  minimum  county  health  organization. 
Although  this  system  proved  successful  in  its  over-all  objec- 
tives, it  resulted  in  the  creation  of  inequities  in  State  grants- 
in-aid. 
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Once  established,  the  responsibilty  for  the  growth  of  the 
local  unit,  in  scope  of  activity  and  staff,  was  left  largely  to 
the  local  health  officer.  He  was  given  encouragement  and 
backing  by  the  State  Department  of  Health,  but  the  initiative 
came  from  him.  Broadening  of  program  meant  more  pro- 
fessional personnel,  and  when  an  additional  nurse  or  sani- 
tarian was  needed  the  health  officer  had  to  find  the  money. 
Again  the  system  of  barter  was  used  and  the  State  came  to  a 
special  arrangement  with  the  county  as  to  how  each  addition 
to  the  budget  should  be  borne.    There  was  no  fixed  policy. 

In  the  twenty  to  thirty  years,  which  have  passed  since  the 
various  units  were  organized,  there  has  been  a  remarkable  in- 
crease in  health  activities  and  expenditures.  All  county  health 
departments  have  grown  but  the  expansion  in  the  largest 
counties  has  been  phenomenal.  For  example,  in  Baltimore  and 
Montgomery  counties  local  health  units  have  extended  the 
fields  of  activity  to  provide  more  adequate  services  to  the 
entire  county  population.  Staff  and  budgets  have  increased 
more  than  tenfold  in  the  past  twenty  years  in  these  two 
counties,  with  local  funds  providing  the  bulk  of  the  additional 
cost. 

Although  the  State  Department  of  Health  maintained  ad- 
ministrative and  professional  control  of  the  county  units,  the 
State  did  not  continue  with  its  original  plan  to  share  51%  in 
the  budget  of  each  county.  It  appears  that  when  the  larger 
counties  needed  to  expand  their  programs,  funds  were  pro- 
vided regardless  of  the  share  in  the  added  cost  which  the  State 
would  accept.  Thus  in  the  larger  counties,  an  increase  in 
budget  brought  about  an  increase  in  proportion  of  local  share 
and  a  gradual  change  from  the  original  51% — 49%  policy. 
In  the  smaller  counties,  however,  budget  increases  were  more 
dependent  on  State  aid  and  the  relative  proportions  of  contri- 
bution remained  the  same  or  even  showed  an  increase  on  the 
part  of  the  State. 
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CHAPTER  III 

EXPENDITURES  FOR   COUNTY   HEALTH   SERVICES 

The  first  objective  of  the  Subcommittee  was  to  determine 
how  much  is  being  spent  annually  for  the  operation  of  each 
county  health  department  and  the  sources  of  the  operating 
funds. 

Since  this  first  phase  of  the  study  began  at  the  end  of  the 
1953  fiscal  year,  it  was  agreed  that  expenditures  for  the  year 
July  1,  1952  to  June  30,  1953  should  be  determined.  In  order 
to  simplify  both  the  work  and  the  final  analysis  of  the  findings, 
it  was  decided  to  consider  only  funds  derived  from  tax  sources 
(Federal,  State,  county,  city). 

Included  for  the  purposes  of  this  study  were  expenditures 
for  the  following : 

1.  Salaries  of  all  county  health  department  personnel 

2.  Motor  vehicle  operation  and  travel 

3.  Equipment,  supplies,  utilities 

4.  Operation  of  certain  clinics  in  some  counties 

5.  Rents  where  office  or  clinic  space  is  not  provided  by 
official  or  voluntary  agency 

Excluded  from  the  calculations  of  costs  were  the  following 
items : 

1.    State  Department  of  Health  expenditures  for  services  at 
Headquarters 

(a)  Central  administration 

(b)  Supervisory  and  consultation  services 

(c)  Laboratories,  central  and  regional 

(d)  Crippled  Children's  Services 

(e)  County  Medical  Care  Program 

(f )  Out-patient  Program 
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(g)   Hospital  In-patient  Program 
(h)   Chronic  Hospital  Program 
(i)   Tuberculosis  Hospitals 

2.  Mental  Hospitals 

3.  Fees  to  Registrars  of  Vital  Statistics 

4.  Voluntary  Funds,  except  as  noted  below 

In  some  of  the  larger  counties,  considerable  sums  are  raised 
for  special  health  activities  by  voluntary  donations  or  sub- 
scriptions. The  annual  sale  of  tuberculosis  seals  and  the 
March  of  Dimes  probably  are  the  chief  sources  of  these  funds. 
However,  others,  such  as  local  health  center  groups,  the  Lions 
Club,  and  similar  service  organizations,  fund-raising  drives 
for  crippled  children,  cancer,  and  heart  disease,  to  mention  a 
few,  represent  the  collection  and  spending  of  many  thousands 
of  dollars  for  health.  In  most  counties,  the  local  health  de- 
partment takes  an  active  interest  in  these  fund-raising  cam- 
paigns and,  in  some,  it  has  considerable  direction  over  the  way 
the  funds  are  used.  However,  there  is  such  a  wide  variation 
from  county  to  county  in  the  operation  of  these  voluntary- 
groups  and  in  the  scope  of  their  activities,  and  such  difficulty 
was  encountered  in  obtaining  recent  financial  reports,  that  it 
was  decided  not  to  include  voluntary  funds  in  the  general  ex- 
penditures of  the  county  health  departments,  except  in  five 
counties  where  such  funds,  varying  from  $250  to  $2,250, 
were  paid  into  the  State  Department  of  Health. 

Method  of  Collecting  Information 

The  State  Department  of  Health  does  not  routinely  furnish 
the  counties  with  detailed  financial  reports  of  expenditures 
for  local  health  departments,  nor  do  the  counties  report  to 
the  State  Department  of  Health  the  disbursements  for  con- 
servation of  health  which  are  made  locally.  Unless  he  has 
made  a  special  request  for  a  report,  the  local  health  officer 
does  not  know  what  his  unit  cost  is  during  any  given  period  or 
how  much  of  this  cost  was  paid  by  the  State  Department  of 
Health.  The  Federal  Government,  however,  requires  quarterly 
reports  in  detail,  showing  for  each  county  the  expenditures  by 
source  of  funds.  These  reports  do  not  include  all  local  funds 
disbursed  direct  by  counties. 
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As  there  was  no  single  source  of  complete  information  on 
what  was  spent  in  each  county  in  the  1953  fiscal  year,  the 
Subcommittee  found  it  necessary  to  gather  data  in  various 
places  in  order  to  develop  a  complete  picture.  Sources  of  in- 
formation were  the  individual  county  health  departments, 
local  county  and  city  treasurers'  offices,  annual  reports  to  the 
State  Fiscal  Research  Bureau  from  each  county,  and  the 
Bureau  of  Management  of  the  State  Department  of  Health. 

1953  Expenditures  and  Distribution  of  Costs 

The  results  of  this  compilation  of  data  are  presented  in 
Table  1.  This  table  shows  total  expenditures  in  each  county 
for  the  1953  fiscal  year,  with  details  as  to  sources  of  funds 
and  corresponding  percentages.  Although  there  are  some  con- 
ditions temporarily  peculiar  to  four  counties  during  the  year 
in  question,  these  figures  give  a  true  picture  of  the  financing 
of  county  health  work  during  1953.  They  are  conservative 
and  probably  are  slightly  less  than  actual  expenditures.  They, 
however,  serve  the  purpose  for  which  they  were  compiled. 

A  total  of  $2,115,785  was  expended  in  1953  by  the  23  units. 
Of  this  amount,  the  State  and  Federal  Governments  con- 
tributed $1,016,477,  or  48%  ;  and  the  counties  $1,099,308,  or 

52%. 

The  proportion  of  individual  budgets  paid  from  State- 
Federal  funds  varied  from  16.6%  in  Baltimore  County  to 
93.5%  in  Somerset.  Conversely,  the  contribution  made  by  the 
counties  to  the  support  of  their  own  units,  varied  from  6.5% 
in  Somerset  to  83.4%  in  Baltimore.  Only  four  counties  paid 
as  much  as  half  the  cost  of  their  health  departments  in  1953. 

Federal  funds  made  up  31.9%  of  total  State-Federal  grants 
and  15.3%  of  total  expenditures.  The  amount  of  Federal 
funds  which  went  to  each  county  varied  from  $2,652  for  Queen 
Anne's  County  to  $29,824  for  Wicomico.  Anne  Arundel  and 
Washington  counties  received  Federal  grants  of  $44,244  and 
$52,650,  respectively,  for  special  demonstrations.  These 
special  grants  are  not  included  in  Table  1.  The  table  shows 
that  4.8%  of  Montgomery  County's  expenses  were  paid  from 
Federal  funds.  The  corresponding  figure  for  Somerset  County 
was  52.3%.  Thirteen  counties  received  less  than  20%  of 
their  funds  for  general  activities  from  Federal  sources.    The 
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study  did  not  disclose  any  variation  in  programs,  or  par- 
ticular reason,  which  might  account  for  these  differences. 
Although  two  of  the  largest  counties,  Baltimore  and  Mont- 
gomery, receive  much  smaller  Federal  grants  percentagewise 
than  do  the  other  counties,  in  general,  the  rates  have  no  re- 
lationship to  county  populations. 

The  State  share  of  county  expenses  varied  from  10.6%  in 
Baltimore  County  to  68%  in  Caroline.  The  three  largest 
counties  received  less  than  20%  from  State  funds  and  the  five 
smallest  counties  more  than  60%.  There  was  a  tendency  for 
percentage  of  State  participation  to  increase  with  the  decrease 
in  population  from  county  to  county.  There  is,  however,  no 
evidence  of  the  use  of  any  particular  rule  or  formula  based  on 
the  population  or  program  of  any  given  county  to  determine 
what  proportions  of  the  cost  of  its  health  department  should 
be  borne  by  State-Federal  and  local  tax  funds. 

In  examining  the  grants-in-aid  to  the  various  counties,  it 
is  only  useful  to  consider  the  combined  State-Federal  amounts. 
Federal  funds  are  granted  to  supplement  State  funds  rather 
than  the  county  appropriation.  If  Federal  funds  were  reduced 
or  withdrawn,  it  is  likely  that  the  State  would  be  expected  to 
make  up  the  bulk  of  the  loss.  The  distributions  of  State  and 
of  Federal  funds  are  presented  here  to  show  that  the  alloca- 
tions of  neither  followed  any  set  rule. 

The  lack  of  any  fixed  policy  for  determining  the  amount  of 
financial  aid  which  the  State  gives  to  the  counties  is  recognized 
by  the  State  Department  of  Health,  The  need  for  correcting 
existing  inequities  has  been  discussed  in  legislative  and  public 
health  circles  but  no  action  has  been  taken. 

It  is  doubtful  that  the  lack  of  a  plan  for  allocation  of  State 
monies  in  itself  tends  to  jeopardize  the  health  service  to  the 
public.  Because  a  county  receives  a  greater  or  lesser  propor- 
tion of  its  funds  from  the  State  than  does  its  neighbor  is  no 
indication  of  the  relative  qualities  of  the  two  health  services. 

However,  this  lack  of  a  policy  is  a  facet  of  a  general  ad- 
ministrative organization  which  is  not  completely  satisfactory 
to  all  the  county  health  officers.  Neither  they  nor  their  county 
commissioners,  except  in  Baltimore  and  Montgomery  counties, 
have  much  authority  in  the  handling  of  public  health  funds. 
Complete  knowledge  of  what  is  being  spent  in  many  counties, 
how  much  the  State  is  contributing,  or  what  financial  aid  is 
.available  for  expansion  is  unknown.     Periodic  financial  re- 
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ports  are  not  issued.  This  lack  of  information,  as  to  financial 
actualities  and  possibilities,  makes  progress  in  the  adaptation 
to  changing  needs  difficult. 

1953  Per  Capita  Expenditures 

In  determining  the  costs  of  operating  the  23  health  depart- 
ments in  1953,  there  was  no  intention  of  attempting  to  assay 
the  quality  of  work  being  done  or  to  measure  the  amount. 

TABLE  2 

Per  Capita  Expenditure  for  General  Local  Health  Services  in 

the  23  Maryland  Counties,  by  Source  of  Funds, 

Fiscal  Year  Ended  June  30,  1953 


County 

Population 

as  of 

July  1,  1952* 

PER  CAPITA  EXPENDITURE 

Total 

State 

Federal 

Local 

State  plus 
Federal 

Allegany 

(1) 

90,154 

128,421 

296,024 

12,464 

18,388 

46,230 
34,919 
24,721 
27,859 
63,495 

21,260 
55,544 
24,456 
13,836 
182,511 

217,738 
14,709 
32,370 
20,805 
19,677 

81,147 
40,791 
23,576 

(2) 

$1.44 
1.10 
1.22 
3.41 

2.42 

1.26 
1.67 
2.50 
1.84 
1.37 

.86 
1.73 
1.36 
3.00 
2.13 

.61 
1.64 
1.76 
1.90 
1.86 

1.22 
1.76 
1.77 

(3) 

$  .53 

.58 

.13 

2.11 

1.65 

.54 

.63 

1.36 

1.02 

.49 

.52 
.62 
.80 
1.88 
.30 

.12 

1.08 

.84 

.78 

1.13 

.41 
.78 
.69 

(4) 

$  .13 
.25 
.07 
.63 
.23 

.22 
.65 
.38 
.41 
.30 

.17 
.52 
.13 
.58 
.10 

.07 
.18 
.51 
1.00 
.38 

.04 
.73 
.70 

(5) 

$  .78 

.27 

1.02 

.67 

.54 

.50 
.39 
.76 
.41 
.58 

.17 
.59 

.43 

.54 

1.73 

.42 
.38 
.41 
.12 
.35 

.77 
.25 
.38 

(6) 

$  .66 
.83 
.20 

Anne  Arundel  

Baltimore   

Calvert   

2.74 

Caroline 

1.88 

Carroll 

.76 

Cecil    

1.28 

Charles  

1  74 

Dorchester  

1  43 

Frederick   

79 

Garrett   

69 

Harford 

1.14 

Howard  

93 

Kent 

2  46 

Montgomery    

40 

Prince   George's  .... 
Queen  Anne's 

.19 
1  26 

St.  Mary's 

1  35 

Somerset 

1  78 

Talbot  

1  51 

Washington  

45 

Wicomico   

1  51 

Worcester  

1.39 

Average,  all 

counties 

1,491,095 

1 

$1.42 

$  .46 

$  .22 

$  .74 

$  .68 

Maryland  State  Department  of  Health  estimate. 
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However,  the  wide  variation  noted  in  total  expenditures  be- 
tween counties  of  comparable  populations  led  to  further 
analysis  of  the  data. 

In  Table  2,  the  total  for  each  county  and  the  amounts  set 
forth  under  "Source  of  Funds"  in  Table  1  have  been  reduced 
to  a  per  capita  basis.  The  first  column  in  this  table  gives 
total  population,  county  by  county,  using  the  State  Department 
of  Health  estimates  for  July  1,  1952. 

The  second  column  is  derived  by  dividing  the  dollar  amounts 
in  the  first  column  of  Table  1  by  the  population  for  the  cor- 
responding county.  The  result  is  the  amount  spent  per  in- 
habitant in  each  county  for  its  county  health  department  in 
1953.  These  amounts  varied  from  61^  in  Prince  George's 
County  to  $3.41  in  Calvert.  The  average  for  all  counties  was 
$1.42.  Twelve  counties  spent  $1.73  or  more,  and  11  counties 
less  than  $1.73.  Since  Garrett  County  was  without  a  health 
officer  in  1953,  its  figure  of  86^  is  not  comparable  with  the 
rest. 

The  third  column  of  Table  2  illustrates  the  variation  in 
grants  from  the  State  when  viewed  on  a  per  capita  basis. 
Prince  George's  County  received  12(;S  per  capita,  while  at  the 
other  end  of  the  scale  Calvert  had  $2.11,  a  ratio  of  17  to  1. 
The  average  for  all  counties  was  46fi.  The  median  was  69^. 
There  was  a  tendency  for  the  smaller  counties  to  have  greater 
per  capita  State  aid. 

The  fourth  column  gives  the  per  capita  amounts  from 
Federal  funds.  These  average  22^  and  vary  from  4^  in 
Washington  County  to  $1.00  in  Somerset.  It  appears  that  the 
proportion  of  the  budget  received  from  Federal  funds  bears 
no  relation  to  the  number  of  inhabitants  in  a  county. 

The  fifth  column  of  Table  2  illustrates  the  per  capita  con- 
tribution from  local  tax  sources  for  each  county.  The  average 
for  all  counties  is  74^  and  the  amounts  vary  from  12^  in 
Somerset  to  $1.73  in  Montgomery.  The  median  county  con- 
tributed 42^.  The  first  four  counties  in  per  capita  local  con- 
tribution are  first,  third,  fifth,  and  sixth  in  population.  Other 
than  this,  there  is  no  apparent  relationship  between  number 
of  inhabitants  and  per  capita  local  contribution. 
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The  last  column,  headed  "State  plus  Federal,"  illustrates 
more  clearly  than  any  other  set  of  statistics  the  wide  range  of 
rates  at  which  State  grants  are  made.  Prince  George's  County 
received  from  State-Federal  funds  19^'  per  capita,  whereas  its 
bordering  counties  had  from  two  to  ten  times  as  much.  Calvert 
had  $2.74.  The  average  for  all  counties  was  68^-.  Queen 
Anne's  was  the  median  county,  with  a  rate  of  $1.26.  Although 
the  three  largest  counties  in  respect  to  population  received  the 
three  smallest  amounts  per  capita  and  the  two  smallest  counties 
the  largest  amounts,  the  relationships  of  State-Federal  aid  to 
population  are  irregular  for  the  counties  between  these 
extremes. 

Variations  in  County  Health  Programs 

The  Subcommittee  agreed  that  the  population  of  the  State 
should  be  considered  as  homogeneous  insofar  as  health  needs 
are  concerned.  It  is  true  that  social  and  economic  conditions 
may  not  be  the  same  in  different  counties  and  a  given  health 
problem  may  be  more  important  in  a  certain  area  as  a  result. 
By  and  large,  however,  programs  tend  to  reach  a  balance, 
although  emphasis  on  a  particular  problem  may  vary  from 
county  to  county.  There  was  not  sufficient  reason  to  compli- 
cate the  analysis  of  the  actual  situation  by  attempting  a 
difficult  evaluation  of  these  needs  for  each  county.  The  study, 
therefore,  considers  the  broad  aspects  of  relation  of  expendi- 
tures to  population. 

By  examining  the  1953  expenditures  from  the  point  of  view 
of  amounts  expended  per  inhabitant  (Table  2),  it  is  possible 
to  put  all  counties  on  a  comparable  basis.  Attention  is  called 
to  the  wide  variation  in  per  capita  expenditures  between 
Prince  George's  and  the  other  22  counties,  and  especially 
Montgomery,  Anne  Arundel,  Calvert,  and  Charles,  which 
border  it.  The  study  of  the  information  on  expenditures  by 
local  health  departments  in  1953  has  demonstrated  from  the 
point  of  view  of  per  capita  expenditures  in  each  of  the  23 
counties,  considerable  inequality  in  health  programs. 

Expansion  of  Local  Health  Programs 

Each  county  unit,  in  addition  to  certain  functions  fixed  by 
law,  engages  in  other  health  activities  to  the  extent  of  the 
ability  and  capacity  of  its  staff.  When  the  health  officer  de- 
sires to  enlarge  his  program,  he  must  convince  State  and 
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local  authorities  that  there  is  a  need  for  the  additional  nurse 
or  sanitarian  before  the  salary  will  be  appropriated.  Other 
than  the  requirement  that  each  county  shall  have  a  health 
officer,  there  is  in  force  in  Maryland  no  minimum  standard 
which  establishes  the  number  and  type  of  personnel  needed  to 
operate  a  given  health  unit. 

It  is  reasonable  to  assume  that  a  number  of  Maryland  coun- 
ties have  increased  their  health  activities  as  a  result  of  the 
interest  and  initiative  of  some  special  group,  rather  than  by 
following  some  official  plan  or  schedule  of  development. 

There  is  a  desire  on  the  part  of  the  State  Department  of 
Health  for  local  units  to  grow  in  useful  services,  but  this 
interest  is  more  in  the  form  of  cooperation  than  of  initiative, 
and  the  health  officer  who  wants  to  expand  his  program  may 
even  find  it  difficult  to  obtain  State  financial  support  to  match 
the  county's  increased  appropriation. 

The  decision  as  to  what  part  of  the  cost  of  each  new  budget 
increase  the  State  shall  bear  is  reached  by  trading  rather  than 
in  accord  with  some  fixed  procedure.  This,  together  with  a 
lack  of  State-wide  minimum  standards  of  program  and  single 
leadership  in  development,  produces  a  situation  where  no  two 
county  health  departments  have  grown  at  the  same  rate. 
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CHAPTER  IV 

ESTABLISHMENT  OF  MINIMUM  STANDARDS 

RECOMMENDATION 

The  Subcommittee  recommends  that  a  system  of  minimum 
standards  for  local  health  services  in  the  counties  be  estab- 
lished. These  standards  should  be  based  on  fixed  ratios  of 
health  department  personnel  to  population  and  should  be  ex- 
pressed as  minimum  annual  per  capita  expenditures,  which, 
for  a  period  of  five  years  from  the  time  they  are  put  into  effect, 
should  be  $2,50  per  capita  for  counties  with  less  than  15,000 
population;  $2.20  per  capita  for  counties  whose  populations 
are  more  than  15,000  but  less  than  35,000 ;  and  $1.90  per  capita 
for  all  counties  with  more  than  35,000  population. 


The  Subcommittee  felt  that  the  1953  expenditures  (Chapter 
III)  were  unsuitable  for  use  in  developing  a  plan  for  equitable 
distribution  of  financial  responsibility.  Not  only  were  there 
disparities  in  the  amount  of  aid  granted  by  the  State  to  the 
various  counties,  but  there  was  also  a  wide  variation  in  the 
health  services  from  county  to  county,  as  judged  by  relative 
expenditures.  The  Subcommittee  found  it  necessary,  there- 
fore, to  put  all  counties  on  the  same  budgetary  basis  before 
attempting  to  create  a  workable  plan. 

Accordingly,  the  first  task  was  to  set  up  a  standard  which, 
when  applied  to  a  given  county,  would  determine  what  sort 
of  a  health  department  the  county  should  have.  It  was  agreed 
that  the  standard  should  be  minimum  and  never  maximum, 
and  that  it  should  be  expressed  in  terms  of  per  capita  ex- 
penditure necessary  to  provide  a  minimum  health  service  to 
the  county. 

A  simple  method  for  establishing  a  uniform  basis  for  the 
estimation  of  the  cost  of  each  county  health  department  is  to 
apply  to  the  county  population  a  formula  which  employs  fixed 
minimum  ratios  of  health  personnel  to  population.  This 
method  is  based  on  the  assumption  that  a  satisfactory  public 
health  service  in  a  county  can  be  carried  out  only  if  the  num- 
bers of  doctors,  nurses,  sanitarians,  etc.  bear  a  fixed  minimum 
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relationship  to  the  number  of  people  who  live  in  the  county. 
This  system  has  been  accepted  generally  by  health  officials 
throughout  the  country.  ^  - 

The  Subcommittee  gathered  opinions  as  to  what  these 
standards  should  be  from  authoritative  sources,  including  the 
Public  Health  Service"  and  the  Committee  on  Administrative 
Practices  of  the  American  Public  Health  Association.^  There- 
after, the  question  was  discussed  with  the  Director  and 
Deputy  Director  of  the  State  Department  of  Health,  and  with 
county  health  officers,  both  individually  and  in  two  group 
regional  meetings,  one  in  Easton  in  May,  the  other  in  Balti- 
more in  June.  On  September  23,  the  chairman  of  this  Sub- 
committee met  with  Dr.  Riley  and  Dr.  Prather,  who  with 
seven  health  officers  formed  a  committee  for  discussion  of 
minimum  standards. 

As  a  result,  the  Subcommittee  recommends  that  the  State 
should  establish  a  system  of  minimum  standards  for  local 
health  services  in  the  counties.  This  recommendation  which 
has  been  reviewed  and  approved  by  the  State  Department  of 
Health  may  be  summarized  as  follows : 

Full-time  Staff 

1.  There  should  be  at  least  one  health  officer  for  each 
county.  Additional  medical  staff  members  (personnel)  in  re- 
lation to  the  population  of  the  county  should  be  as  follows : 

Additional  Medical 

County  Population  Health  Officer  Personnel 

0—    75,000  1  — 

75,001— 150,000  1  1 

150,001—225,000  1  2 

225,001—  300,000  1  3 

300,001—  375,000  1  4 


1  Emerson,  Haven.  Public  Health  and  Medical  Care  for  the  Com- 
munity and  the  Individual.  Jour.  Amer.  Med.  Assoc,  Vol.  148,  No.  1, 
pp.  41-44,  Jan.  5,  1952. 

-  Van  Volkenburg,  V.  A.  Local  Health  District  Development  in  New- 
York  State.  Avier.  Jour.  Pub.  Health,  Vol.  37,  No.  1,  pp.  10-20,  Jan.  1947. 

3  O'Brian,  Henry.    Personal  communication,  May  3,  1954. 

*  Emerson,  Haven.  Local  Health  Units  for  the  Nation.  Report  Sub- 
committee on  Local  Health  Units.   American  Public  Health  Assoc,  1945. 


TABLE  3 

Estimated  Minimum  Health  Department  Staff  Necessary  for  Each  County  Based  on  a 

Fixed  Ratio  of  Personnel  to  Population,  Necessary  Supporting 

Budget,  and  Per  Capita  Cost 

County 

1954 
Population* 

Health  Officer 
&  Medical  Staff 

Public  Health 
Nurse 

Sanitarian 

Other 
Personnel 

Total 
Salaries 

Operating 
Expenses 

Total 

Est.  Per 
Capita 
Cost 

No. 

Salaries 

No. 

Salaries 

No.         Salaries 

No. 

Salaries 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

(8) 

(9) 

318,914 
238,676 
198,609 
138,225 

5 
4 
3 
2 
2 

$45,000 
36,000 
27,000 
18,000 
18,000 

64 
48 
40 
28 

$224,000 
168,000 
140,000 
98,000 

21         $  84,000 
16            64,000 
13            62,000 
9            36,000 

32 
24 
20 
14 

$  89,600 
67,200 
56,000 
39,200 

$    442,600 
335,200 
275,000 
191,200 

$147,600 
111,700 
91,700 
63,700 
43,400 

40,000 
29,100 
27,900 
22,200 
20,100 

$    690,100 
440,900 
366,700 
254,900 
173,600 

169,900 
116,400 
111,700 
88,700 
80,300 

$1.86 
1.87 
1.85 

1.84 

83,166 
64,669 
58,889 
47,406 
41,813 

2 

18,000 
9,000 
9,000 
9,000 
9,000 

17 
13 
12 
9 
3 

59,500 
45,500 
42,000 
31,500 
28,000 

5 
4 
4 
3 
3 

20,000 
16,000 
16,000 
12,000 
12,000 

8 
6 
6 
5 

4 

22,400 
16,800 
16,800 
14,000 
11,200 

119,900 
87,300 
83,800 
66,600 
60,200 

1.92 
1.80 
1.90 
1.87 

36,309 
35,268 
27,898 
26,883 

9,000 
9,000 
9,000 
9,000 

7 
7 
6 
5 

24,500 
24,600 
21,000 
17,500 

2 
2 
2 
2 

8,000 
8,000 
8,000 
8,000 

4 
4 
3 
3 

11,200 
11,200 
8,400 
8,400 

52,700 
62,700 
46,400 
42,900 

17,900 
17,900 
16,400 
14,300 

70,600 
70,600 
61,800 
57,200 

1.94 
2.00 
2.21 
2.21 

23,956 
21,261 
20,859 
19,899 

9,000 
9,000 
9,000 
9,000 
9,000 

6 
4 

4 
4 
4 

17,600 
14,000 
14,000 
14,000 

2 
1 
1 

1 

8,000 
4,000 
4,000 
4,000 
4,000 

2 
2 
2 
2 
2 

6,600 
6,600 
5,600 
6,600 
5,600 

40,100 
32,600 
32,600 
32,600 

13,400 
10,900 
10,900 
10,900 

63,500 
43,500 
43,500 
43,500 

2.23 
2.06 
2.08 
2.19 

14,826 
13,978 
12,788 

36 

9,000 
9,000 
9,000 

3 
3 
3 

317 

10,500 
10,500 
10,500 

1 
1 

1 

103 

4,000 
4,000 
4,000 

2 
2 
2 

161 

5,600 
5,600 
6,600 

29,100 
29,100 
29,100 

9,700 
9,700 
9,700 

38,800 
38,800 
38,800 

2.62 
2.77 
3.03 

$1.93 

1,578,642 

5315,000 

$1,109,600 

$412,000 

$460,800 

$2,287,300 

$763,200 

$3,050,500 

Scale:  H 

.  0. 

All  counties  1     Salary  $9,000 

P.H.N. 

—  1  to    5,000      Salary  $3^500 

Add.  m 

d.  staff        75,001 

—  150,000  —  1 

Sanitarian 

—  1  to  16,000      Salary    4,000 

160,001 

—  226,000  —  2 

Others 

—  1  to  10,000      Salary    2,800 

226,001 

—  300,000  —  3 

Operating  Expenses  —  1/3  of  salaries 

300,001 

—  376,000  —  4 

*  Maryland  State  De 

lartment  of  E 

ealth  estimate. 
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2.  There  should  be  one  public  health  nurse  for  each  5,000 
population. 

3.  There  should  be  one  sanitarian  for  each  15,000  popula- 
tion, with  a  minimum  of  one  per  county. 

4.  There  should  be  one  other  staff  member  (clerical,  tech- 
nical, social  worker,  etc.)  for  each  10,000  population. 

Full-time  Salaries 

Table  3  shows  the  results  of  this  recommendation  expressed 
in  dollars.  To  make  the  computations  there  shown,  average 
salaries  for  health  officers  and  medical  personnel,  public 
health  nurses,  and  sanitarians  have  been  taken  as  the  third 
increment  for  each  category,  and  for  other  personnel  the 
average  of  third  increments  for  all  categories  employed  was 
used.  This  method  has  the  approval  of  the  State  Department 
of  Health.    The  salary  scales  used  for  this  purpose  are : 

Classifications  Annual  Salary 

Health  officers  and  medical  staff $9,000 

Public  Health  Nurses 3,500 

Sanitarians 4,000 

Other  personnel  2,800 

In  order  to  determine  a  county's  minimum  standard  ex- 
penditure for  salaries,  the  number  of  staff  members  in  each 
category  was  multiplied  by  the  corresponding  average  salary. 
The  results  for  each  county  are  shown  in  Table  3,  Columns 
2,  3,  4,  5,  and  the  total  in  Column  7. 

Operating  Expenses 

The  study  of  the  1953  costs  showed  that  operating  expenses 
(rent,  utilities,  equipment,  supplies,  transportation,  special- 
ized professional  service)  constitute  approximately  25%  of 
the  average  health  unit's  budget.^ 

On  this  basis,  the  operating  expenses  for  each  county  were 
calculated.    They  are  given  in  Column  7  of  Table  3. 

The  total  estimated  minimum  budgets  are  given  in  Column  8. 


5  Eent,  utilities,  equipment,  supplies,  and  transportation  represented 
12%  to  15%  of  health  unit  budgets.  In  order  to  provide  funds  for  the 
fees  of  part-time  professionals  who  conduct  specialized  clinics  and  for 
other  clinic  expenses,  this  item  was  increased  to  25%. 
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The  final  operation  was  the  calculation  of  the  per  capita 
cost  to  each  county  of  this  minimum  standard  program.  The 
rates  are  shown  in  Column  9. 

The  lowest  rate  is  $1.84,  in  Anne  Arundel;  and  the  highest 
|3.03  in  Calvert  County.  As  populations  decrease  from  county 
to  county,  these  rates  rise.  There  is  a  certain  unevenness  in 
the  rate  of  rise.  For  example,  the  rates  for  Garrett,  Somerset, 
and  Talbot  counties  are  less  than  those  for  Dorchester,  Charles, 
and  Howard  counties,  all  with  larger  populations.  These  ir- 
regularities are  due  to  the  procedure  of  not  allowing  counties 
parts  of  personnel.  Between  several  pairs  of  counties  small 
differences  in  populations  meant  one  more  or  one  less  sani- 
tarian, or  nurse,  and  consequently  $3,000-$4,000  difference 
in  salaries,  out  of  proportion  to  differences  in  populations. 

If  these  rates  are  compared  to  those  in  Column  2  of  Table 
2,  it  will  be  noted  that  in  5  counties  the  per  capita  expenditure 
for  1953  exceeded  the  estimated  minimum  rates.  In  18 
counties  the  estimated  rates  are  greater.  To  reach  the  mini- 
mum standard,  18  counties  would  be  obliged  to  increase  per- 
sonnel and  thus  raise  the  total  expenditure  for  all  county  bud- 
gets to  $3,050,500,  an  increase  of  $935,000  over  1953  costs. 
This  is  the  amount  of  money  which  would  be  required  to  bring 
the  18  counties  up  to  standard  minimum  requirements  from 
their  1953  level,  according  to  the  recommendation  made  by 
this  Subcommittee. 

In  order  to  smooth  out  the  unevenness,  the  budgets  were 
studied  and  the  counties  were  divided  into  three  groups,  inso- 
far as  rates  were  concerned. 

The  first  group  is  made  up  of  the  12  counties  with  more  than 
35,000  population.  The  average  per  capita  cost  for  this  group 
was  $1.87.  In  order  to  make  this  a  round  figure,  the  rate  was 
set  at  $1.90  for  Group  I. 

Eight  counties  with  populations  between  15,000  and  35,000 
make  up  Group  II.  The  average  per  capita  cost  from  Table  3 
was  $2.19  and  the  rate  was  established  at  $2.20. 

The  increase  of  per  capita  rate  from  Group  I  to  Group  II 
is  30^.  The  same  increase  was  allowed  between  Groups  II 
and  III,  thus  giving  the  three  smallest  counties  comprising 
Group  III  $2.50,  which  is  30^  below  their  average. 

Table  4  shows  the  local  health  department  budget  calculated 
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TABLE  4 


Estimated  Budgets  on  Basis  of  Grouping  of  Per  Capita  Minimums 
With  Variations  from  1953  Expenditures 


County 


1954 

Per  Capita 

Estimated 

1953 

Diff. 

Popu- 

Minimum 

Expen- 

Est.>1953( +  ) 

lation 

Adjusted     1953 

Budget 

diture 

Est.  <  1953  (—) 

(1) 

GROUP  I 

Baltimore   318,914 

Prince  George's  ....  238,676 

Montgomery    198,609 

Anne  Arundel 138,225 

Allegany  90,686 

Washington    83,156 

Frederick 64,569 

Harford  58,889 

Carroll  47,406 

Wicomico 41,813 

Cecil  36,309 

St.   Mary's   35,268 

GROUP  II 

Dorchester   27,898 

Charles   25,883 

Howard  25,646 

Worcester  23,956 

Garrett 21,261 

Somerset  20,859 

Talbot   19,899 

Caroline 19,129 

GROUP  III 

Queen  Anne's 14,825 

Kent 13,978 

Calvert 12,788 

Total    1,578,642 


(2) 


(3) 


(4) 


(5) 


(6) 


$1.90 
1.90 
1.90 
1.90 
1.90 

$1.22 

.61 

2.13 

1.44 

1.44 

$    605,937 
453,484 
377,357 
262,627 
172,303 

$    360,124 
133,130 
388,932 
141,079 
129,765 

+$245,813 
+  320,354 
—     11,575 
+  121,548 
+     42,538 

1.90 
1.90 
1.90 
1.90 
1.90 

1.86 
1.37 
1.73 
1.26 
1.76 

157,996 

122,681 

111,889 

90,071 

79,445 

98,763 
87,099 
95,946 
58,237 
72,056 

+ 
+ 
+ 
+ 
+ 

59,233 
35,582 
15,943 
31,834 
7,389 

1.90 
1.90 

1.67 
1.76 

68,987 
67,009 

58,431 
56,919 

+ 
+ 

10,556 
10,090 

2.20 
2.20 
2.20 
2.20 
2.20 

1.84 
2.50 
1.36 
1.77 
.86 

61,376 
56,943 
56,421 
52,703 
46,774 

51,182 
61,838 
33,194 
41,862 
18,275 

+ 

+ 
+ 
+ 

10,194 
4,895 
23,227 
10,841 
28,499 

2.20 
2.20 
2.20 

1.90 
1.86 

2.42 

45,890 
43,778 
42,084 

39,662 
36,630 
44,535 

+ 
+ 

6,228 
7,148 
2,451 

2.50 
2.50 
2.50 

1.64 
3.00 
3.41 

37,062 
34,945 
31,970 

24,152 
41,484 
42,490 

+ 

12,910 

6,539 

10,520 

$3,079,903       $2,115,785         +$964,118 


Group 

I 

II 

III 


Population  Limits 
35,001  — 

15,001  —  35,000 
0  —  15,000 


Per  Capita  Minimum 
$1.90 
2.20 
2.50 
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for  each  county  on  the  basis  of  these  minimum  per  capita 
standards  recommended  by  the  Subcommittee.  Actual  ex- 
penditures for  1953  are  included  for  comparison  with  minimum 
budgets.  In  1953  five  counties  were  spending  more  on  health 
services  than  called  for  by  the  minimum  standard.  Among 
the  other  18  counties,  there  exist  disparities  of  considerable 
magnitude. 

The  extent  of  these  disparities  are  shown  in  the  last  three 
columns  of  Table  4.  Column  4  is  the  estimated  budget  on  the 
basis  of  the  adjusted  group  per  capita  rate,  Column  5  gives 
the  1953  expenditures,  and  in  Column  6  are  the  differences. 

A  diflference  which  is  preceded  by  a  plus  (-(-)  sign  is  the 
extent  to  which  the  1953  budget  must  be  increased  to  reach 
the  estimated  minimum.  A  minus  ( — )  sign  indicates  that 
expenditures  for  1953  exceeded  the  minimum  by  that  amount. 

The  Subcommittee  believes  that  the  adoption  of  a  minimum 
standard  would  do  much  to  improve  the  health  services  in  the 
counties  of  Maryland.  If  the  professional  staffs  in  the  county 
health  departments  could  be  brought  up  to  the  minimum,  they 
would  be  in  a  position  to  make  their  health  program  more 
effective  in  both  quality  and  scope. 

Another  advantage  offered  by  a  standard  is  that  it  serves 
as  a  goal.  Some  county  health  departments  have  laid  out  a 
program  for  future  development.  They  would  be  guided  and 
the  others  would  be  stimulated  if  minimum  standards  become 
operative. 

Standards  would  be  useful  to  the  health  officer  and  his 
county  commissioners  in  determining  policy,  in  calculating 
State  grants,  and  in  justifying  local  appropriations. 

Although  these  minimum  budgets  have  been  estimated  on 
the  basis  of  certain  fixed  ratios  of  personnel  to  population, 
there  was  no  intent  on  the  part  of  the  Subcommittee  to  budget 
the  staff  of  the  various  county  units.  Finding  out  what  staff 
a  given  population  needed,  was  only  a  step  in  arriving  at  the 
objective  of  what  each  county  should  spend  on  public  health. 
The  budget,  once  arrived  at,  should  be  allocated  at  the  dis- 
cretion of  the  health  officer  and  his  local  board  of  health. 
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Permanency  of  Standards 

It  is  unlikely  that  revision  of  these  per  capita  minimum 
standards  will  be  necessary  under  five  years  from  the  time  the 
policy  is  put  into  operation. 

In  order  to  avoid  any  tendency  to  lower  standards  on  the 
part  of  those  counties  which  will  be  obliged  to  make  the 
greatest  increases  in  their  budget,  periods  of  adaptation  of 
two  to  five  or  more  years  must  be  allowed.  This  is  discussed 
in  the  chapter  on  distribution  of  financial  responsibility. 

The  ratios  on  which  these  standards  are  calculated  are  un- 
likely to  undergo  significant  change  until  such  time  as  they 
have  been  more  generally  attained  by  health  services  through- 
out the  United  States.  No  upward  revision  of  minimum  per 
capita  rates  can  be  contemplated  for  Maryland  until  the 
great  majority  of  her  counties  have  reached  the  goals  de- 
scribed in  this  report. 

They  are  not  so  high  as  to  be  unattainable  but  high  enough 
to  make  them  useful  for  at  least  five  years. 
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CHAPTER  V 

DISTRIBUTION  OF  FINANCIAL  RESPONSIBILITY 
RECOMMENDATIONS 

1.  The  Subcommittee  recommends  that  State-county  co- 
operation in  financing  local  health  activities  continue,  and  that 
in  terms  of  total  cost  for  all  counties  the  State  should  continue 
to  provide  approximately  fifty  percent  of  health  expenditures. 

2.  The  Subcommittee  recommends  that  no  plan  should  re- 
quire a  county  to  pay  more  than  eighty  percent  of  its  health 
budget  or  permit  it  to  pay  less  than  twenty  percent. 

3.  The  Subcommittee  recommends  that  the  relative  financial 
responsibility  of  State  and  county  for  each  county  health  de- 
partment should  be  determined  by  the  application  of  a  State- 
wide formula,  which  uses  equalized  assessed  value  of  real  and 
personal  property,  subject  to  local  taxation  as  a  measure  of 
each  county's  ability  to  pay  for  its  health  services. 

4.  The  Subcommittee  recommends  that  State  participation 
in  county  health  programs  should  be  confined  for  the  time 
being  to  the  limits  of  the  minimum  budget.^ 

5.  The  Subcommittee  recommends  that  a  transition  period 
of  at  least  five  years  be  allowed  during  which  each  county  shall 
adapt  its  health  finances  to  the  requirements  of  the  recom- 
mendations for  minimum  standards  and  for  a  formula  for 
determination  of  relative  financial  responsibility. 

In  the  preceding  chapter,  various  requirements  were  out- 
lined for  a  State-wide  minimum  financial  program,  for  county 
health  departments.  Obviously  the  plan  for  such  a  procedure 
is  incomplete  without  a  recommendation  as  to  how  the  cost  of 
the  minimum  program  is  to  be  equitably  allocated  to  State 
and  counties.  Determining  a  basis  for  State-county  fiscal 
participation  in  the  conduct  of  health  activities  was  the  prin- 
cipal assignment  of  the  Subcommittee. 


1  The  Executive  Committee,  at  its  meeting  of  Feb.  2,  1955,  did  not  ap- 
prove Recommendation  No.  4.  It  voted  to  recommend  that  the  State 
make  an  incentive  contribution  to  those  counties  which  desire  to  exceed 
the  minimum  budget.  The  matter  was  discussed  at  the  meeting  of  the 
Committee  on  Medical  Care  of  Feb.  4,  but  no  action  was  taken. 
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REQUIREMENTS  OF  STATE-COUNTY  FINANCIAL  COOPERATION 

Inequities  in  the  present  relationship  between  the  State  and 
its  counties  in  financing  health  activities  have  been  pointed 
out.  Continuation  of  the  present  lack  of  policy  to  a  program 
meeting  minimum  needs  of  the  State  would  compound  these 
inequities  unless  a  basis  is  developed  for  equitable  sharing  by 
the  State  and  its  counties  of  the  financial  responsibility.  In 
general  the  Subcommittee  conceives  the  basic  requirements  for 
such  a  plan  to  be  as  follows : 

Continuation  of  State-Local  Financial  Cooperation 

The  importance  of  State-county  cooperative  financing  of 
health  activities  has  long  been  recognized  in  Maryland.  Such 
participation  joins  State  and  local  governments  together  in  a 
common  undertaking  which  would  perhaps  be  beyond  the  means 
of  either  functioning  alone.  Cooperative  participation  was 
primarily  responsible  in  enabling  Maryland  to  develop  full- 
time  local  health  departments  on  a  State-wide  basis.  The 
Subcommittee  considers  this  a  basic  principle  on  which  the 
financing  of  local  health  activities  should  be  conducted. 

Level  of  State  Contribution 

In  the  past  the  State  Department  of  Health  has  followed  the 
policy  of  providing  approximately  50  percent  of  the  total 
funds  required  for  health  programs  for  all  23  counties.  The 
Subcommittee  believes  this  is  a  desirable  policy  and  recom- 
mends its  continuance.  It  recognizes,  however,  that  in  order 
to  maintain  an  even  level  of  services  throughout  the  counties, 
it  will  be  necessary  for  the  State  to  pay  a  greater  proportion 
of  the  budgets  of  the  smaller  counties  where  per  capita  costs 
are  relatively  higher.  It  is  important,  however,  that  the 
extent  of  State  participation  be  subject  to  some  limitations. 
Unless  a  county  provides  a  significant  portion  of  its  total 
health  budget  it  will  take  neither  the  interest  nor  the  respon- 
sibility which  are  essential  for  a  satisfactory  health  program. 
The  Subcommittee  feels,  therefore,  that  every  county  should 
be  required  to  contribute  at  least  20  percent  of  its  health 
budget.  It  also  recommends  that  no  county  should  be  required 
to  contribute  more  than  80  percent  of  the  funds  required  for 
its  health  needs. 
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State  Participation  Limited  to  the  Minimum  Budget 

Any  grant-in-aid  program  operates  best  if,  in  addition  to 
meeting  minimum  needs,  it  encourages  development  of  new 
services  and  the  expansion  of  existing  ones  on  a  sound  basis. 
The  Subcommittee  feels,  however,  that  the  State's  most  press- 
ing concern  is  to  obtain  a  minimum  service  level  in  all  areas  of 
the  State,  It  therefore  recommends  that  until  such  time  as 
the  majority  of  counties  have  brought  their  health  units  up  to 
the  minimum.  State  participation  in  county  health  programs 
should  be  confined  to  the  limits  of  the  minimum  budget. 

Contribution  According  to  Fiscal  Ability 

Sound  economics  and  good  public  administration  demand 
that  any  grant-in-aid  program  should  not  only  raise  service 
levels  to  a  minimum  standard  but  that  its  financing  should 
also  recognize  relative  ability  to  pay.  Measurement  of  this 
ability  and  the  manner  in  which  it  is  used  as  a  basis  for  dis- 
tributing State  funds  to  counties  is  considered  in  detail  below. 

Simplicity 

It  is  also  recognized  that  any  distribution  system  must  be 
easily  understood.  Comprehension  of  the  purpose  and  execu- 
tion of  governmental  programs  is  essential  in  building  support 
for  the  activity. 

SELECTION  OF  A  DISTRIBUTION  FORMULA 

The  preceding  requirements  of  a  plan  for  State-county 
financing  of  health  activities  are  widely  recognized.  While 
there  is  considerable  variation  in  the  manner  in  which  they 
have  been  employed,  many  jurisdictions  have  adopted  formu- 
las with  these  basic  concepts  in  mind. 

Experience  of  Other  States 

Greatest  experimentation  in  distribution  formulas  has  oc- 
curred in  the  field  of  education.  Public  assistance,  highways 
and  health,  however,  are  also  other  basic  governmental  activi- 
ties in  which  distribution  formulas  are  frequently  used. 

One  of  the  simplest  types  of  formula  is  one  in  which  the 
amount  of  state  aid  to  local  health  units  is  a  fixed  percent  of 
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the  budget.  New  York  State  provides  75  percent  of  the  first 
$100,000  spent  and  50  percent  of  all  expenditures  over  and 
above  this  amount.-  California  makes  an  initial  grant  of 
$16,000  to  each  county  and  for  any  amount  in  excess  of  the 
initial  grant  the  state  pays  one  dollar  for  each  two  dollars  of 
local  participation.''  Another  State  provides  70  percent  for 
the  first  10,000  population  and  decreases  its  share  by  10  per- 
cent for  each  additional  10,000  with  a  minimum  of  30  percent."* 
Several  states  require  the  county  to  levy  a  minimum  property 
tax  with  the  state  providing  the  balance  necessary  to  make  up 
the  county  budget. 

Importance  of  Economic  Ability  as  a  Fund  Distribution  Factor 

In  any  grant-in-aid  program  it  is  important  that  the  cost 
of  the  program  be  so  apportioned  as  to  recognize  the  relative 
fiscal  ability  of  one  county  as  compared  to  others  in  the  State. 
Stated  differently,  this  means  that  State  and  local  revenues 
should  be  combined  in  such  a  way  that  the  State  contribution 
is  relatively  larger  in  those  counties  which  are  the  poorest. 
The  importance  of  this  consideration  is  recognized  in  most 
grant-in-aid  formulas  by  employing  some  type  of  economic 
indicator  which  measures  the  relative  ability  of  each  county  to 
finance  governmental  functions. 

Selection  of  a  Measure  of  Economic  Ability 

The  device  used  in  measuring  the  financial  ability  of  a  gov- 
ernmental unit  to  support  governmental  functions  will  in- 
variably present  a  problem,  both  as  to  the  availability  of 
economic  index  data  and  agreement  as  to  their  validity  as  a 
measure.  Measures  commonly  used  are  general  price  level, 
volume  of  bank  credit,  level  of  industrial  production,  retail 
sales,  etc.^  Such  measures  are  usually  attacked  on  the  grounds 
that  they  reflect  only  one  segment  of  the  economy.    Moreover, 


2  Van  Volkenburg,  V.  A.  Personal  communication,  Jan.  15,  1954 — The 
Public  Health  Law,  New  York,  Art.  II-B,  June  1950. 

3  California  Health  and  Safety  Code,  as  amended  1951,  Chap.  VIII, 
Art.  5. 

*  Sowder,  Wilton  T.  Personal  communication,  Nov.  23,  1953 — Formula 
for  Determining  State  Contributions  to  Local  Health  Units  for  Basic 
Health  Services.    Florida  State  Board  of  Health  Regulations. 

5  Economic  Indicators  of  Maryland  Counties.  Bureau  of  Governmental 
Eesearch,  University  of  Maryland,  1954. 
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as  a  practical  matter  they  usually  bear  little  relationship  to  the 
actual  source  of  income  of  local  government. 

Over  the  years  the  most  reliable  measure  of  economic 
strength  has  been  the  assessed  valuation  of  property  subject 
to  local  taxation.  It  measures  in  general  the  economic  strength 
of  a  community,  and  because  of  the  dominance  of  the  general 
property  tax  in  local  government  financing,  it  bears  a  direct 
relationship  to  county  revenue  sources.  Because  of  these  con- 
siderations the  Subcommittee  has  accepted  assessed  value  as 
best  suited  to  Maryland  needs. 

In  making  this  recommendation,  the  Subcommittee  is  fully 
aware  of  the  fact  that  at  present  there  is  a  lack  of  complete 
uniformity  of  assessments  in  this  State.  Much  has  been  done 
in  recent  years,  however,  to  improve  this  situation.  For  ex- 
ample, assessment  procedures  have  been  restudied  and  im- 
proved by  the  State  Tax  Commission,  a  system  of  tax  maps  is 
currently  being  created  for  all  of  the  counties,  and  annual 
reassessments  for  all  taxable  property  will  be  installed  after 
1955.  The  Subcommittee  believes  that  this  improvement  will 
continue  in  the  future. 

The  immediate  question,  however,  is  whether  the  sharing 
of  State  revenues  with  the  counties  should  be  based  on  actual 
assessed  valuation  or  upon  equalized  assessed  values  provided 
by  an  appropriate  State  agency.  On  this  point,  the  Report  of 
the  Tax  Survey  Commission  of  1949  stated  on  Page  172 : 

"Insofar  as  State  grants  are  concerned,  the  function  of 
assessments  is  to  provide  a  basis  of  allocation  among  the 
political  subdivisions." 

Since  the  objective  of  this  Subcommittee  is  to  recommend  a 
plan  for  the  distribution  of  State  revenues  for  local  health 
purposes,  which  will  be  completely  fair  to  all  counties,  it  is 
felt  that  for  the  near,  term  future,  such  distribution  should  be 
made  upon  the  basis  of  equalized  assessed  value  of  property 
subject  to  local  taxation. 

This  recommendation  does  not  imply  that  local  assessments 
should  be  changed  or  equalized  for  the  purpose  of  levying 
property  taxes.  That  subject  is  not  within  the  scope  of  this 
Subcommittee's  reference.  It  should  be  emphasized  that  the 
recommendation  of  equalized  assessments  is  made  here  solely 
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for  the  purpose  of  providing  a  proper  and  fair  "basis  of 
allocation  among  the  political  subdivisions." 

If  equalized  assessed  valuations  are  to  be  used  as  a  basis  of 
allocation  of  State  revenues  among  the  counties,  two  subsidiary- 
questions  are  presented,  i.e.,  can  assessment,  in  fact,  be  equal- 
ized and  to  what  State  agency  should  the  task  be  assigned? 
Our  research  has  revealed  that  more  than  half  the  states 
equalize  their  assessments  for  various  purposes.  Moreover, 
in  1958  the  Executive  Committee  of  the  Maryland  Association 
of  Assessing  Officers  appointed  a  committee  whose  authority 
and  official  standing  was  accepted  by  the  State  Tax  Commis- 
sion. Mr.  Wilton  Allen,  the  chief  supervisor  of  assessments 
for  Montgomery  County  was  named  chairman.  This  com- 
mittee reported  the  level  of  assessed  values  of  taxable  property 
throughout  this  State.  These  factors  have  led  the  Subcom- 
mittee to  believe  that  equalization  for  the  purposes  here  in- 
volved is  possible  in  Maryland  and  that  the  State  Tax  Com- 
mission is  the  appropriate  agency  to  collect  the  required 
statistical  information. 

Application  of  A  Distribution  Formula 

Although  there  are  no  precise  figures  available  at  the 
present  time  on  equalized  assessed  values  of  property  subject 
to  local  taxation,  sufficient  data  are  at  hand  to  illustrate  the 
effect  of  the  Subcommittee's  recommendations.  These  data 
may  be  found  in  the  1953  report  of  the  committee  of  the  Mary- 
land Association  of  Assessing  Officers  referred  to  above.  As 
previously  stated,  this  report  shows  the  ratio  of  assessments 
to  current  values  in  each  of  the  counties.  By  using  the  per- 
centages found  in  that  report,  therefore,  property  which  is 
assessed  locally  may  be  equalized  at  one  hundred  percent.  To 
these  figures,  the  Subcommittee  has  added  property  subject 
to  unlimited  local  taxation  which  was  assessed  by  the  State 
Tax  Commission  at  its  actual  assessed  value.  This  step  was 
taken  upon  the  assumption  that  all  centrally  assessed  property 
was  uniformly  valued  for  tax  purposes. 

The  application  of  the  procedures  described  above  resulted 
in  a  total  equalized  assessable  basis  for  the  State  as  a  whole 
and  for  each  of  the  individual  counties.  A  comparison  of 
these  figures  would  show,  therefore,  the  relationship  of  each 
individual  county's  assessed  value  to  the  total  of  all  counties 
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as  a  whole.  For  example,  the  total  counties'  equalized  assess- 
able basis  was  found  to  be  $6,478,054,000;  the  comparable 
figure  for  Baltimore  County  was  found  to  be  $1,595,794,000. 
Therefore,  the  assessed  value  of  Baltimore  County  is  24.635% 
of  the  total  of  assessed  values  of  all  counties : 

Baltimore  County  _    $1,595,794,000  _ 

State  as  a  whole     ^    $6,478,054,000  ~       '     ^^ 

Once  the  relationship  of  each  county's  equalized  assessed 
value  to  the  total  of  all  counties  has  been  determined  see 
Table  5  it  is  possible  to  calculate  the  amount  which  each 
county  should  appropriate  for  the  purpose  of  financing  its 
local  health  activities. <"•  The  State  share  is  the  difference  be- 
tween the  total  local  budget  and  the  county  appropriation. 

The  Subcommittee  has  recommended  that  the  counties 
should — on  a  State-wide  basis — pay  fifty  percent  of  the  total 
cost  of  all  23  local  health  departments,  but  that  such  payments 
should  be  equalized  on  the  basis  of  each  county's  relative 
ability  to  pay  for  its  own  program. 

The  total  of  all  estimated  minimum  budgets.  Table  4,  is 
$3,079,903.  The  23  counties  will,  therefore,  be  required  to 
appropriate  a  total  of  $1,539,951,  and  the  percentage  of  this 
total  which  each  county  shall  appropriate  is  the  same  as  that 
percentage  which  each  county's  assessed  value  is  of  the  total 
assessed  value  of  all  counties.    Expressed  as  a  formula : 

The  amount  County  X  County  X's  equalized 

shall  appropriate  _         assessed  value 

50%  total  cost  of  all  23  Total  all  counties' 

county  health  departments  equalized  assessed 

values 


^  The  assessed  values  have  been  equalized  here  only  for  the  purpose  of 
making  a  fair  arithmetical  calculation  of  what  each  county  should  pay. 
There  is  no  intention  of  suggesting  that  assessments  should  be  equalized, 
or  that  the  method  of  making  State  and  local  levies  be  altered. 
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TABLE  5 


Illustrating  the  Method  of  Using  Equalized  Assessed  Values  to  Determine  the 

Amount  Which  Each  County  Shall  Appropriate  for  the  Estimated 

Minimum  Budget  of  its  Local  Health  Department 


Equalized  Assessed  Values* 

Required  County 

County 

Appropriation  Amount 

Amount  in 
'OOO's 

Percent  of 
Total 

Column  (2)  x  $1,539,9511 

(1) 

(2) 

(3) 

Baltimore 
Prince  George's 
Montgomery 
Anne  Arundel 
Allegany 

$1,595,794 

761,651 

1,253,187 

382,753 

258,329 

24.635% 

11.758 

19.346 

5.908 

3.988 

$379,367 

181,067 

297,919 

90,980 

61,413 

Washington 

Frederick 

Harford 

Carroll 

Wicomico 

279,151 
250,577 
195,360 
170,300 

182,497 

4.309 
3.868 
3.016 
2.629 
2.817 

66,356 
59,565 
46,445 
40,485 
43,380 

Cecil 

St.  Mary's 

Dorchester 

Charles 

Howard 

145,187 
74,825 

124,940 
79,944 

106,257 

2.241 
1.155 
1.929 
1.234 
1.640 

34,510 

17,786 
29,706 
19,003 
25,255 

Worcester 

Garrett 

Somerset 

Talbot 

Caroline 

170,029 
65,303 

67,274 
72,198 
57,734 

2.625 
1.008 
1.038 
1.114 
.891 

40,424 
15,523 
15,985 
17,155 
13,721 

Queen  Anne's 

Kent 

Calvert 

65,595 
64,546 
54,623 

1.012 
.996 

.843 

15,584 
15,338 
12,982 

Total 

$6,478,054 

100.000% 

$1,539,949 

*  Source,  State  Tax  Commission. 
Table  A.  Taxable  Basis — County  Purposes — 1953. 
Locally  assessed  property  has  been  equalized  pursuant  to  findings 
made  by  Committee  of  the  Maryland  Association  of  Assessing  Of- 
ficers (1953). 
Centrally  assessed  property   (subject  to  unlimited  local  taxation  in- 
cluded at  values  prescribed  by  State  Tax  Commission, 
t  $1,539,951  is  50%  of  total  cost  of  all  23  county  health  departments. 
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Using  Baltimore  County  as  an  example  and  substituting  in 
the  equation : 

,  Baltimore  County's  share  _   $1,595,794,000 
$1,539,951  ""   $6,478,054,000 

^  $1,595,794,000 

$6,478,054,000   ^  ?1»539,951 

=   .24635  X   $1,539,951 

Baltimore  County  Share  =  $379,367 

State  share  $605,937— $379,367  =  $226,570 

Table  6  presents  the  State  and  county  financial  responsibility 
for  financing  local  health  activities  in  amount  and  percent 
for  each  of  the  23  counties,  derived  by  applying  the  recom- 
mendations made  by  the  Subcommittee. 

A  change  from  the  present  system  of  State  aid  to  the  recom- 
mended policy  will  necessitate  some  readjustment  of  appro- 
priations for  both  State  and  counties. 

Two  adjustments  must  be  made  by  each  county.  First,  an 
adjustment  from  the  1953  budget,  as  represented  by  expendi- 
tures to  the  estimated  minimum  budget,  must  be  made.  This 
adjustment  has  been  pointed  out  in  Table  4. 

The  second  adjustment  is  related  to  the  amounts  which  each 
county  will  receive  from  the  State  for  financing  local  health 
activities  under  the  recommended  formula  as  contrasted  to  the 
amounts  which  the  counties  have  received  in  the  past  for  such 
purposes.  These  adjustments  may  be  seen  by  comparing  the 
results  in  Table  6  with  those  in  Table  1.  In  this  connection, 
however,  it  must  be  remembered  that  in  the  past  no  county 
had  a  right  to  receive  any  given  amount  from  the  State  for 
the  purpose  of  supplementing  its  local  health  department 
budget.  Since  this  matter  was  determined  entirely  by  the 
State  Department  of  Health  in  the  past,  it  follows  that  the 
adoption  of  the  Subcommittee's  recommendation  will  not  de- 
prive any  county  in  the  State  of  a  vested  or  guaranteed  amount 
of  State  aid.  To  the  contrary,  the  adoption  of  the  recom- 
mendations made  by  the  Subcommittee  as  a  matter  of  State- 
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TABLE  6 


Formula  Applied  to  Estimated  Minimum   Budgets   with   Resulting   Amount 
and  Percent  of  County  and  State  Share  for  Each  County  Budget 


County 


Estimated 
Budget 


State  and  Federal  Share 


Amount 


Percent 


County  Share 


Amount 


Percent 


(1) 

(2) 

(3) 

1 
(4) 

(5) 

Baltimore 
Prince  George's 
Montgomery 
Anne  Arundel 
Allegany 

$    605,937 

.    453,484 

377,357 

262,627 

172,303 

$    226,570 

272,417 

79,438 

171,647 

110,890 

37.4% 

60.1 

21.1 

65.4 

64.4 

$    379,367 

181,067 

297,919 

90,980 

61,413 

62.6% 

39.9 

78.9 

34.6 

35.6 

Washington 

Frederick 

Harford 

Cari'oll 

Wicomico 

157,996 

122,681 

111,889 

90,071 

79,445 

91,640 
63,116 
65,444 
49,586 
36,065 

58.0 
51.5 

58.5 
55.1 
45.4 

66,356 
59,565 

46,445 

40,485 

43,380 
1 

42.0 
48.5 
41.5 
44.9 
54.6 

Cecil 

St.  Mary's 

Dorchester 

Charles 

Howard 

68,987 
67,009 
61,376 
56,943 
56,421 

34,477 
49,223 
31,670 
37,940 
31,166 

50.0 
73.5 
51.6 
66.6 
55.2 

34,510 
17,786 
29,706 
19,003 
25,255 

50.0 
26.5 

48.4 
33.4 
44.8 

Worcester 

Garrett 

Somerset 

Talbott 

Caroline 

52,703 
46,774 
45,890 
43,778 
42,084 

12,279 
31,251 
29,905 
26,623 
28,363 

23.3 
66.8 
65.2 
60.8 
67.4 

40,424 
15,523 
15,985 
17,155 
13,721 

76.7 
33.2 
34.8 
39.2 
32.6 

Queen  Anne's 

Kent 

Calvert 

37,062 
34,945 
31,970 

21,478 
19,607 
18,988 

57.9 
56.1 
59.4 

15,584 
15,338 
12,982 

42.1 
43.9 
40.6 

Total 

$3,079,903 

$1,539,954 

50.0% 

$1,539,949 

50.0% 
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wide  policy  will,  for  the  first  time  in  the  history  of  Maryland, 
insure  to  each  of  the  counties  a  share  in  general  fund  revenues 
for  the  purpose  of  supplementing  their  local  health  department 
budgets. 

Although  most  counties  should  have  little  difficulty  in  mak- 
ing the  change,  a  problem  will  be  presented  in  some  instances. 
The  Subcommittee  feels  that  it  would  be  unrealistic  to  expect 
all  counties  to  make  the  adaptation  in  a  single  year,  even 
though  the  magnitude  of  some  of  these  differences  has  de- 
creased by  new  appropriations  since  1953, 

The  Subcommittee  recommends,  therefore,  that  a  transition 
period  be  allowed  during  which  each  county  shall  adapt  its 
health  finances  to  the  recommended  plan. 

A  period  of  five  years  would  be  a  reasonable  time  to  allow 
the  counties  to  make  the  change.  The  application  of  such  a 
transitional  period  is  illustrated  in  Appendix  B  of  this  report. 


39 

APPENDIX  A 

LAWS  OF  MARYLAND  1953 

JOINT  RESOLUTION  NO.  12 

(House  Joint  Resolution  3) 

House  Joint  Resolution  requesting  the  Committee  on  Medical 
Care  to  study  the  problem  of  establishing  an  equitable  finan- 
cial responsibility  of  the  State  and  of  its  counties  as  to 
health  activities  and  to  make  recommendations  on  this  ques- 
tion to  the  General  Assembly. 

Whereas,  the  division  of  financial  responsibility  between 
the  State  and  local  health  departments  is  confused  by  the 
absence  of  prescribed  formulae  and  policies  governing  State 
and  local  support  of  local  health  activities;  and 

Whereas,  the  fact  that  each  county  health  officer  is  also 
ex  officio  a  deputy  State  health  officer  adds  further  uncer- 
tainty to  this  question  of  financial  responsibility ;  and 

Whereas,  additional  uncertainty  is  provided  by  the  lack  of 
clear  understanding  as  to  which  services  rendered  in  a  locality 
are  local  or  State  in  nature  and  also  by  the  inadequacy  of  ac- 
counting data  on  State  and  county  expenditures  for  locally 
performed  public  health  services ;  and 

Whereas,  there  is  a  need  for  the  simplification  of  practices 
in  determining  the  extent  of  local  financial  support  for  public 
health  activities ;  and 

Whereas,  it  is  the  judgment  of  the  General  Assembly  that 
the  Committee  on  Medical  Care  could  provide  a  valuable  study 
and  recommendation  on  this  question ;  now  therefore 

Be  it  Resolved  by  the  General  Assembly  of  Maryland,  That 
the  Committee  on  Medical  Care  be  requested  to  give  detailed 
and  adequate  study  to  the  question  of  establishing  a  State 
public  health  policy  as  to  the  respective  financial  responsibiUty 
of  the  State  and  of  its  several  counties ;  and 

Be  it  Further  Resolved,  That  the  Committee  on  Medical  Care 
report  the  results  of  its  study  to  the  Legislative  Council  and  to 
the  General  Assembly  and  include  therein  recommendations  for 
an  equitable  solution  of  this  problem. 

Approved  May  6, 1953. 
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APPENDIX  B 

ADAPTATION    TO    MINIMUM    STANDARDS 
AND    A   FORMULA 

Table  7  lists  the  counties  in  the  order  of  population.  The 
first  column  presents  the  respective  1953  expenditures  with 
component  State  and  county  shares.  In  Column  6,  similar 
information  is  given  for  the  estimated  minimum  budgets. 
Column  7  is  the  difference  between  Column  6  and  Column  1 
divided  by  5,  and  represents  the  amount  each  of  the  three 
items  must  increase  or  decrease  per  annum  to  arrive  at  the 
minimum  in  five  years.  These  increments,  when  added  to  the 
1953  column,  give  the  amounts  for  the  first  year  the  plan  goes 
into  operation  and  for  each  successive  year  until  the  standard 
is  reached. 

Table  7  is  a  compilation  of  all  counties.  It  illustrates  in 
order  for  each  of  the  five  years:  (a)  the  total  amount 
to  be  spent  on  local  health  services;  (b)  the  successive 
amounts  the  counties  will  be  expected  to  contribute;  and  (c) 
the  amounts  the  State  will  contribute  annually. 

Certain  counties  could  adapt  to  the  new  policy  as  follows : 

Montgomery  County  spent  in  1953,  $11,575  more  than  its 
minimum  budget.  The  State  appropriation  for  1953  was, 
however,  $6,314  less  than  required  by  the  formula.  Cor- 
respondingly, the  county's  share  was  $17,889  more  than  pre- 
scribed under  the  recommendations.  It  is  proposed  that  the 
county's  share  should  not  be  decreased  but  that  the  State  share 
should  be  brought  up  to  $79,451.  This  will  increase  the  total 
budget  to  $395,246. 

Allegany  County:  The  estimated  minimum  budget  for 
Allegany  County  is  greater  by  $42,538  than  the  expenditure 
of  1953.  In  order  to  satisfy  the  formula  for  distribution  of 
this  budget,  the  State  will  Jhave  to  increase  its  1953  share  by 
$51,266,  allowing  the  county  to  reduce  its  share  by  $8,728. 
In  order  to  avoid  reducing  county  appropriation,  the  county 
quota  of  1953,  $70,138,  should  remain.  Thus,  by  increasing 
only  the  State  share  to  the  amount  called  for  by  the  formula, 
Allegany's  budget  may  be  increased  to  $181,031. 


TABLE  7 
Adustraent  of  Individual  County  Budgets  from  1953  Costs  to  Estimated  Minimum  Budgets  Over  a  Five-Year  Transitton  Period 
The  Stole  and  County  Share  of  Each  Estimated  Minimum  Budget  Has  Been  Caloulated  by  Applying  the  Formida.   The  A™ual 
Increase  or  Decrease  of  Budget  and  Shares  is  Shown,  and  the  Amounts  Which  County  and  State  Must  Fay  for  Each  Successive  Year. 


County 

1953 

1st 
Year 

2nd 
Year 

3rd 
Year 

4th 
Year 

Est.  Min. 
Budget 

Annual 
Increase  (+) 
Decrease  ( — ) 

(1) 

(2) 

(3) 

(4) 

(6) 

(6) 

(7) 

Baltimore 

Totol 
State 
County 

?    360,124 
59,735 
300,389 

f    409,287 
93,106 
316,181 

;    458,450 
126,477 
331,973 

t    507,613 
169,848 
347,766 

J    556,776 
193,219 
363,557 

(    605,937 
226,587 
379,350 

+$  49,163 
+     33,371 
+     15,792 

Prince  George's 

Total 
State 
County 

133,130 
42,137 
90,993 

197,201 
88,195 
109,006 

261,272 
134,253 
127,019 

325,343 
180,311 
145,032 

389,414 
226,369 
163,045 

458,484 
272,425 
181,069 

+ 
+ 

+ 

64,071 
46,058 
18,013 

Montgomery 

Totol 
State 
County 

388,932 
73,137 
315,795 

390,195 
74,400 
316,795 

391,458 
76,663 
315,795 

392,721 
76,926 
315,796 

393,984 
78,189 
316,795 

396,246 
79,461 
315,795 

+ 
+ 

1,263 
1,263 

Anne  Arundel 

Total 
State 
County 

141,079 
106,194 
34,885 

166,388 
119,283 
46,105 

189,697 
132,372 
57,325 

214,006 
145,461 
68,545 

238,315 
168,660 
79,765 

262,627 
171,639 
90,988 

+ 
+ 
+ 

24,309 
13,089 
11,220 

Allegany 

Total 
State 
County 

129.765 
69,627 
70,138 

140,018 
69,880 
70,138 

160,271 
80,133 
70,138 

160,624 
90,386 
70,138 

170,777 
100,639 
70,138 

181,031 
110,893 
70,138 

+ 
+ 

10,253 
10,263 

Washington 

Totol 
Stote 
County 

98,763 
36,200 
62,563 

110,609 
47,287 
63,322 

122,455 
58,374 
64,081 

134,301 
69,461 
64,840 

146,147 
80,548 
66,599 

157,996 
91,637 
66,359 

+ 
+ 
+ 

11,846 

11,087 

769 

Frederick 

Totol 
State 
County 

87,099 
60,237 
36,862 

94,215 
62,812 
41,403 

101,331 
65,387 
46,944 

108,447 
57,962 
60,486 

115,563 
60,537 
55,026 

122,681 
63,116 
59,565 

+ 
+ 
+ 

7,116 
2,676 
4,641 

Harford 

Total 
State 
County 

?  96,946 
63,148 
32,798 

$  99,135 
63,608 
36,627 

J102,324 
64,068 
38,266 

?105,513 
64,628 
40,986 

S108,702 
64,988 
43,714 

?111,889 
65,448 
46,441 

+ 
+ 

3,189 

460 

2,729 

Carroll 

Total 
State 
County 

68,237 
34,995 
23,242 

64,604 
37,914 
26,690 

70,971 
40,833 
30,138 

77,338 
43,752 
33,686 

83,706 
46,671 
37,034 

90,071 
49,588 
40,483 

+ 
+ 
+ 

6,367 
2,919 
3,448 

Wicomico 

Total 
State 
County 

72,056 
61,748 
10,308 

73,634 
56,611 
16,923 

75,012 
51,474 
23,538 

76,490 
46,337 
30,163 

77,968 
41,200 
36,768 

79,445 
36,062 
43,383 

+ 
+ 

1,478 
6,137 
6,615 

Ceca 

Totol 
State 
County 

58,431 
44,629 
13,802 

60,542 
42,598 
17,944 

62,653 
40,567 
22,086 

64,764 
38,536 
26,228 

66,875 
36,606 
30,370 

68,987 
34,473 
34,614 

+ 
+ 

2,111 
2,031 
4,142 

St.  Mary's 

Total 
State 
County 

56,919 
43,718 
13,201 

68,937 
44,819 
14,118 

60,955 
45,920 
15,035 

62,973 
47,021 
15,952 

64,991 
48,122 
16,869 

67,009 
49,222 
17,787 

+ 
+ 
+ 

2,018 

1,101 

917 

Dorchester 

Total 
State 
County 

61,182 
39,684 
11,498 

63,221 
38,082 
15,139 

65,260 
36,480 
18,780 

57,299 
34,878 
22,421 

59,338 
33,276 
26,062 

61,376 
31,675 
29,701 

+ 
+ 

2,039 
1,602 
3,641 

Charles 

Total 
Stote 
County 

61,838 
43,051 
18,787 

61,033 
42,029 
19,004 

60,011 
41,007 
19,004 

58,989 
39,985 
19,004 

57,967 
38,963 
19,004 

56,943 
37,939 
19,004 

+ 

979 

1,022 

43 

Howard 

Total 
State 
County 

33,194 
22,605 
10,589 

37,839 
24,316 
13,523 

42,484 
26,027 
16,467 

47,129 
27,738 
19,391 

51,774 
29,449 
22,326 

66,421 
31,162 
26,259 

+ 
+ 
+ 

4,645 
1,711 
2,934 

Worcester 

Total 
State 
County 

$  41,862 
32,906 
8,966 

$  44,030 
28,782 
16,248 

1  46,198 
24,668 
21,540 

S  48,366 
20,534 
27,832 

$  50,534 
16,410 
34,124 

S  52,703 
12,284 
40,419 

+5 
+ 

2,168 
4,124 
6,292 

Garrett 

Total 
State 
County 

18,275 
14,747 
3,528 

23,975 
18,048 
5,927 

29,675 
21,349 
8,326 

36,376 
24,660 
10,725 

41,075 
27,951 
13,124 

46,774 
31,250 
15,524 

+ 
+ 
+ 

5,700 
3,301 
2,399 

Somerset 

Total 
Stote 
County 

39,662 
37,094 
2,668 

40,908 
S5,005' 
5,253 

42,154 
34,216 
7,938 

43,400 
32,777 
10,623 

44,646 
31,338 
13,308 

45,890 
29,898 
16,992 

+ 

+ 

1,246 
1,439 
2,686 

Talbot 

Total 
State 
County 

36,630 
29,662 
6,968 

38,060 
29,053 
9,007 

39,490 
28,444 
11,046 

40,920 
27,835 
13,085 

42,350 
27,226 
15,124 

43,778 
26,615 
17,163 

+ 
+ 

1,430 

609 

2,039 

Caroline 

Total 
State 
County 

44,535 
34,499 
10,036 

44,045 
33,271 
10,774 

43,555 
32,043 
11,512 

43,065 
30,816 
12,250 

42,676 
29,687 
12,988 

42,084 
28,360 
13,724 

+ 

490 

1,228 

738 

Queen  Anne's 

Total 
State 
County 

24,152 
18,486 
5,667 

26,734 
19,082 
7,652 

29,316 
19,679 
9,637 

31,898 
20,276 
11,622 

34,480 
20,873 
13,607 

37,062 
21,469 
15,593 

+ 
+ 
+ 

2,682 

697 

1,986 

Kent 

Total 
Slate 
County 

41,484 
34,044 
7,440 

40,176 
31,156 
9,020 

38,868 
28,268 
10,600 

37,660 
25,380 
12,180 

36,252 
22,492 
13,760 

34,945 
19,601 
16,344 

+ 

1,308 
2,888 
1,680 

Calvert 

Totol 
Stote 
County 

42,490 
34,195 
8,296 

40,386 
31,153 
9,233 

38,282 
28,111 
10,171 

36,178 
26,069 
11,109 

34,074 
22,027 
12,047 

31,970 
18,985 
12,985 

+ 

2,104 

3,042 

938 

Grand  Totols: 

Total  Coun 

y 

Budgeto  »2,116,785       $2,314,072       $2,612,142      $2,710,212      $2,908,282       $3,106,349 


1,330,466        1,435,129         1,539,779 
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Caroline  and  Charles  counties  each  spent  more  in  1953  than 
their  estimated  minimum.  Unless  these  counties  make  a  con- 
siderable increase  in  local  appropriations,  their  budgets  will 
be  reduced.  Each  could  adapt  to  the  minimum  budget  in  a 
year  with  minor  additions  to  local  shares. 

It  will  be  necessary  for  Baltimore  County  to  increase  its 
share  of  the  budget  by  $15,792  a  year,  Prince  George's  by 
$18,013,  and  Anne  Arundel  by  $11,220.  Local  funds  from 
nontax  sources  not  included  in  the  1953  statement,  and  which 
in  Baltimore  and  Anne  Arundel  counties  represent  at  least 
10%  of  the  total  budget,  may  be  used  to  reduce  these  annual 
increments  considerably.  Even  so,  it  is  possible  that  these 
three  counties  and  perhaps  others  may  need  a  longer  transition 
period,  not  only  because  of  the  amounts  of  increase  involved 
but  also  for  reasons  of  difficulty  in  filling  vacancies  in  pro- 
fessional positions. 

Should  any  county  or  the  State  find  it  impossible  to  meet  its 
increment  for  a  given  year,  the  State  or  county,  as  the  case 
may  be,  would  be  relieved  of  its  obligation  to  meet  its  cor- 
responding increment  for  that  year.  For  example,  assume 
that  the  schedule  calls  for  a  budget  of  $100,000  for  County  X, 
with  the  county  contribution  $40,000  and  the  State  $60,000. 
County  X,  however,  makes  available  only  $36,000  in  a  given 
year.  The  State  would  then  be  required  to  contribute  only 
$54,000,  and  the  budget  would  be  reduced  to  $90,000. 

The  Subcommittee  has  not  recommended  that  the  State 
should  force  a  county  to  meet  a  program  of  expansion  toward 
a  minimum  standard.  The  recommendations  contained  in  the 
report  visualize,  however,  that  the  State  can  and  should  force 
adjustment  to  a  distribution  plan  by  limiting  State  contribu- 
tion to  the  proportion  established  by  a  State-wide  policy. 

Although  revision  of  the  per  capita  minimum  rates  as  shown 
in  Table  4  is  not  envisaged  for  five  or  more  years,  certain 
counties  should  have  their  budgets  reviewed  and  revised  at 
regular  intervals. 

It  is  suggested,  therefore,  that : 

1.  Any  county  which  has  attained  the  minimum  budget 
should  have  this  minimum  revised  biennially  to  conform  to  any 
change  which  may  have  taken  place  in  the  size  of  its  popula- 
tion since  its  last  minimum  budget  was  calculated. 
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2.  Until  such  time  as  a  county  reaches  the  minimum 
budget  estimated  on  the  basis  of  its  1954  population,  there 
shall  be  no  upward  revision  of  its  minimum  budget. 

3.  The  formula  for  distribution  of  financial  responsibility 
should  not  be  recalculated  oftener  than  once  every  two  years. 

4.  No  county  should  decrease  the  amount  of  its  contribution 
to  conform  to  the  plan. 
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APPENDIX  C 

ADMINISTRATION 

The  primary  objective  of  this  study  was  the  recommenda- 
tion of  a  policy  for  determining  the  financial  responsibility  of 
the  State  and  the  several  counties  for  the  operation  of  the  23 
county  health  departments.  However,  in  the  process  of  gather- 
ing basic  information  as  to  the  present  administrative  pro- 
cedures, certain  conditions  which  have  a  bearing  on  the  prob- 
lem were  brought  to  light.  Although  these  matters  are  not 
directly  involved  in  the  recommendations  made  by  the  Sub- 
committee, they  are  generally  important  to  the  administration 
of  the  State's  public  health  program.  A  brief  discussion  of 
these  situations  follows : 

Budgeting  Receipt  and  Disbursement  of  Funds  for  the  Opera- 
tion of  County  Health  Departments 

Other  sections  of  this  report  point  out  that  considerable 
variation  in  the  standard  of  health  services  (as  judged  by 
relative  rates  of  expenditure)  are  being  rendered  by  the 
counties.  It  has  also  been  shown  that  unjustified  inequities 
exist  with  respect  to  the  extent  to  which  the  State  aids  the 
counties  in  financing  local  public  health  services.  These  con- 
clusions have  been  reached  after  a  careful  analysis  of  the 
fiscal  affairs  of  each  county  health  department  which  operates 
in  Maryland. 

In  making  this  analysis,  the  Subcommittee  was  faced  with 
an  existing  condition  which,  it  believes,  is  unparalleled  in  any 
other  facet  of  governmental  administration  in  this  State.  In 
short,  the  Subcommittee  found  that  there  was  no  policy  under 
which  individual  county  health  budgets  are  drawn  up  and  no 
uniformity  in  the  procedure  of  depositing  and  disbursing  local 
contributions. 

Budgets 

There  is  no  complete  annual  budget  which  presents  in  detail 
the  proposed  expenditures  and  the  source  of  funds  for  each 
county  health  department.  It  is  customary  in  all  but  one 
county  for  the  health  officer  to  prepare  and  present  to  his 
county  commissioners  an  annual  budget  for  that  portion  of 
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health  department  expenses  which  will  be  paid  from  local 
funds.  However,  it  is  unusual  for  him  to  have  exact  informa- 
tion as  to  the  amount  or  details  of  the  contribution  which  the 
State  will  make.  As  a  general  rule,  the  health  officer  pre- 
sumes that  State  aid  will  be  the  same  as  the  sum  for  the 
current  year.  The  plain  fact  is,  however,  that  he  does  not 
know  what  this  amount  is.  If  he  wishes  to  expand  his  pro- 
gram, the  health  officer  must  negotiate  with  the  Bureau  of 
Management  of  the  State  Department  of  Health  to  fix  the 
amount  of  the  increase  in  cost  which  the  State  will  assume. 
He  must  then  ask  the  county  commissioners  for  the  remainder. 

The  State  Department  of  Health  prepares  no  separate  budget 
for  each  county.  The  State's  contribution  to  the  23  county 
health  departments  is  included  in  the  appropriation  for  General 
Local  Health  Services. 

Financial  Statements 

The  fact  that  neither  local  health  departments  nor  county 
commissioners  are  routinely  informed  by  the  Bureau  of  Man- 
agement of  expenditures  from  either  State  funds  or  local 
funds  paid  to  the  State  for  disbursement  by  the  State  Health 
Department,  is  a  source  of  confusion  and  even  embarrassment 
to  county  health  officers  in  the  presentation  of  their  budgets. 

The  lack  of  a  budget  showing  detailed  expenses  and  sources 
of  funds  for  each  county,  coupled  with  the  absence  of  regular 
periodic  financial  reports  on  total  expenditures,  is  a  practice 
which  does  not  commend  itself  to  the  Subcommittee. 

Handling  of  Funds 

There  is  no  standard  procedure  for  the  receipt  and  disburse- 
ment of  funds  from  local  sources  in  the  county  health  pro- 
gram. State-Federal  funds  are  handled  entirely  by  the  State, 
but  county  and  municipal  contributions  are  disbursed  in  three 
different  ways : 

1.  The  entire  amount  is  sent  to  the  State  Department  of 
Health  in  monthly  or  quarterly  quotas,  on  billing  from  the 
State  Department  of  Health.  In  1953,  this  procedure  was 
followed  in  Caroline  and  Talbot  counties.  In  Garrett,  Somer- 
set, Wicomico,  and  Worcester  counties,  more  than  90%  of 
local  funds  were  sent  to  the  State. 


45 

2.  The  entire  amount  is  disbursed  by  the  local  government. 
In  1953,  Baltimore,  Montgomery,  and  St.  Mary's  counties 
were  in  this  group. 

3.  Part  of  the  local  contribution  is  sent  to  the  State  on 
monthly  billings  and  the  rest  is  disbursed  by  the  local  govern- 
ment, either  through,  (a)  the  county  and  municipal  treasurers 
and  some  other  official  agency,  Frederick  and  Washington 
Counties;  or  (b)  the  county  and  municipal  treasurer — 12 
counties  are  in  this  group. 

County  funds  paid  to  the  State  Department  of  Health  are 
for  the  specific  purposes  for  which  the  county  is  billed.  The 
State  disburses  these  funds,  but  makes  no  routine  financial 
reports  to  the  counties.  Although  receipts  sometimes  exceed 
expenditures,  funds  received  from  a  given  county  are  used 
only  for  that  county. 

County  funds  which  are  disbursed  locally  are  managed  ac- 
cording to  local  administrative  policies.  In  21  counties,  local 
funds  are  disbursed  by  the  county  treasurer;  in  two  counties, 
the  health  officer  or  the  health  organization  are  allotted  lump 
sums  which  they  in  turn  disburse.  Although  each  county 
treasurer  maintains  complete  and  fairly  detailed  accounts  of 
appropriations  and  expenditures  under  the  item  "Conser- 
vation of  Health,"  no  financial  reports  are  made  to  either  the 
State  Department  of  Health  or  to  the  county  health  officer. 

Conclusions 

The  Subcommittee  feels  that  an  over-all  health  department 
budget  is  essential  for  each  county.  Once  set  up,  regular 
periodic  financial  reports  on  the  state  of  this  budget  should 
be  made  available  to  all  contributors.  The  county  health 
officer  should  be  given  guidance  by  the  State  Department  of 
Health  and  ail  the  assistance  and  backing  he  needs  when  he 
goes  before  the  county  commissioners  for  annual  appropria- 
tions. 

The  handling  of  the  local  appropriation  has  become  so 
varied  and  complicated  in  some  of  the  counties  that  the  need 
for  some  standardization  of  procedure  is  strongly  indicated. 

The  health  officer  and  the  county  commissioners  would  have 
a  more  active  interest  in  the  financing  of  the  local  health 
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service  if  they  had  complete  information  on  State  aid  and 
expenditures  and  greater  responsibility  in  the  handling  of 
funds. 

If  all  funds  for  the  operation  of  a  local  health  service  were 
deposited  with  and  disbursed  by  a  single  agency  according  to 
a  standard  procedure,  the  present  confused  and  complicated 
practices  could  be  eliminated.  A  standard  system  would 
facilitate  the  change-over  to  the  policy  of  minimum  standards 
and  equitable  distribution  of  costs,  and  make  financial  informa- 
tion more  readily  available. 

The  Subcommittee  suggests  that  for  each  individual  county 
a  single  central  office  be  designated  to  receive  and  disburse 
all  Federal,  State  and  local  funds  allocated  for  the  operation 
of  the  county  health  department;  and  that  each  board  of 
county  commissioners  or  county  council  shall  determine 
whether  this  single  disbursing  agency  shall  be  the  county 
disbursing  officer,  or  the  State  Department  of  Health. 
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APPENDIX  D 

BALTIMORE  CITY 

In  its  study,  the  Subcommittee  has  not  dealt  with  the  ad- 
ministration of  the  local  health  program  in  Baltimore  City. 
Under  Resolution  No.  3,  the  Subcommittee  was  directed  to 
study  the  question  of  establishing  a  State  public  health  policy 
as  to  the  respective  responsibility  of  the  State  and  of  its 
several  counties.  Such  authorization  is  in  keeping  with  the 
fact  that  historically  Baltimore  City  has  always  functioned  as 
an  independent  unit  for  health  purposes.  This  independence 
largely  arose  from  the  fact  that  Baltimore  City  had  a  well 
established  health  program  long  before  departments  were 
established  in  the  counties. 

The  Subcommittee's  report  has  emphasized  the  importance 
of  viewing  the  health  function  as  a  State-wide  concern.  Failure 
to  include  Baltimore  City  within  the  scope  of  its  recommenda- 
tions, therefore,  does  not  imply  that  the  Subcommittee  neces- 
sarily subscribes  to  the  historical  pattern.  Indeed,  the  re- 
sponsible State  officials  may,  upon  reviewing  this  report, 
conclude  that  Baltimore  City  should  be  allowed  to  share  in 
State  funds  used  to  finance  local  health  activities.  No  sound 
reason  to  object  to  such  a  decision  has  occurred  to  the  members 
of  the  Subcommittee. 
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